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D A V/ S J N F. | RM A RY. For Diseases of Women aad Surgical Cases The building is well constructed 

9 and Hospital Training School for Nurses. for surgical work, and especially 
for abdominal cases. The annex and other improvements recently made, together with the well known facilities previously 
in use, provide increased facilities and complete equipment. 


Competent staff of Consultants and Assistants—N logist, Internist, Opthalmologist, Cystoscopist, Radiologist, Pathologist. 
FREE AMBULANCE SERVICE. J. D. S. DAVIS, M. D., Birmingham, Alabama. 
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BEECGHHURST SANITARIUM 


LOUISVILLE, KY. = 


A thoroughly modern and 
well equipped psycho 
pathic hospital for the 
treatment of nervous and 
mental diseases, drug ad- 
dictions and alcoholism. 
Ample Buildings. De- 
tached apartments for 
special cases. Twenty- 
five acres wooded lawn. 
High and retired. 


M. H. YEAMAN, M.0., 
Supterintendent, 
(Late Supt. Centrai Ky. Asylum.) 


H. B. SCOTT, A.M.M.D., 


Asst. Physician. 


LONG DISTANCE PHONES. 


Cumberland - E. 257a 
Home - - - - 3555 


St. Luke’s Hospital 


Dr. Stuart McGuire’s Private Sanatorium 


RICHMOND, VA. 


Owned and personally conducted by 
Dr. Stuart McGuire for the exclusive 
use of his private patients. 


Building erected for the purpose to 
which it is devoted, and combines the 
comforts of a home with the conven- 
iences of a modern hospital. 


Location in residential section, con- 
venient to all parts of the city by means 
of the street car service. 


Capacity for sixty patients. Single 
and double bedrooms, with or without 
baths. No wards. 

Designed for surgical and gynecolog- 
ical cases. No contagious diseases, in- 
sane or colored patients received. 

Cost of board and nursing and other 
information may be obtained by ad- 
dressing the Secretary. 
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HOWELL PARK 
=SANITARIUM2.. 


FOR TREATMENT OF MILD MENTAL AND 
NERVOUS DISEASES 


WEST END, ATLANTA, GA. 


BEAUTIFUL, QUIET, RESTFUL AND 


S Howell Park Sanitarium, which 

is situated in the most attractive 

suburb of Atlanta, and fronting a most 
luxurious park. 


Special attention is given to such thera- 
peutic agents as: Drugs, Hydrotherapy, 
Phototherapy, Baths, Electricity, Dietetics, 
Massage and Rest Cure. 


The most authentic references given 
if desired. 

A high-class Sanitarium with the impressions 
of an Ideal Home are combined. 

Booklets are sent on request and correspondence 
with physicians is solicited. Address 


J. CHESTON KING, M.D., 


Medical Director and Proprietor. 
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THE POTTENGER SANATORIUM, (esas ano throats 


MONROVIA, CALIFORNIA 
A well-equipped institution for the 
sciertific treatment of Tuberculosis, 
situated in the foothills of the Sierra 
Madre Mountains, sixteen miles east 
of Los Angeles. Twenty-four rooms 
and eighty bungalows. One-fourth 
of our accomodations with private 
bath. All modern conveniences. 
Close peer supervision. 
M. POTTENGER, D., 
CHAS. C. BROWNIN 
Directors 


J. E. POTTENGER, AB., 
chief of 


Los Angeles office: 601-3 O. T. Johnson Building. 
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Five New Books 


Bonney’s Pulmonary Tuberculosis 


Dr. Bonney’s work takes up every region of the body and every secondary involve- 
ment that can occur. The Southern Medical Journal says: ‘‘This most excellent vol- 
ume takes its place at once in the front rank of tuberculosis literature. It is written 


ptimarily for the use of general practitioners.’ Send for Circular 
Octavo of 778 pages, illustrated. By SHERMAN G. Bonney, M. D., Professor of Medicine, Denver and 
Gross College of Medicine, Denver. Cloth, $7.00 net: Half Morocco, $8.50 net. 


Jordan’s General Bacteriology 


Professor Jordan’s new work embraces the entire field of bacteriology and is the only 
work in English dealing with all the most prominent phases of the subject. Professor 
W. 7. Sedgwick, of the Massachusetts Polytechnic Institute, says: ‘‘This is a capital 
treatise—a solid contribution to biologic science and far and away the best general 


bacteriology hitherto published. Send for Circular 
Octavo of 557 pages, illustrated. By Epwin O. JorpAN, Ph.D., Professor of Bacteriology in the Uni- 
versity of Chicago and Rush Medical College. Cloth, $3.00 net. 


DaCosta’s Physical Diagnosis 


Dr. DaCosta’s work is a thoroughly new and original one. Every method given has 
been carefully tested and proved of value by the author himself. Dr. Henry L. Elsner, 
of Syracuse University, says: ‘‘I have reviewed this book and am thoroughly con- 
vinced that it is one of the best ever written.’’ There are 212 entirely original 


illustrations. Send for Circular 
Octavo of 548 pages, with original illustrations. By Joun C DaCosta, Jr., M.D., Associate in Clini- 
cal Medicine, Jefferson Medical College. Cloth, $3.50 net; Half Morocco, $5.00 net. 


Cullen’s Adenomyoma of the Uterus 


The London Lancet says: ‘‘Wethink no one can read this book without becoming 
convinced that the author’s view as to the nature of these tumors is the correct 
one. . . . An excellent work worthy of the high reputation of the author and of 
the school from which it emanates.’’ The superb illustrations are the work of Mr. 
Hermann Becker and Mr. August Horn. Send for Circular 


Beautiful octavo of 275 pages, illustrated. By Taomas S. CuLLEeNn, M.B., Associate Professor of ? 
Gynecology, Johns Hopkins University. Cloth, $5.00 net; Half Morocco, $6.50 net. 


Camac’s "Epoch-Making Contributions" 


These articles collected by Dr. Camac, record masterpieces of scientific research. ‘They 
are presenteG in the original, together with a portrait and a brief biographic sketch of 
each discoverer. The articles included are: Antisepsis (Lister), Circulation (Harvey), 
Percussion (Auenbrugger), Auscultation (Laennec), Anesthesia (Morton), l’uerperal 
Fever (Holmes), Vaccination (Jenner). 


Octavo of 435 pages, with portraits. Collected by C. N. B.Camac, M.D, Artistically bound, $4.00 net. 


Send for a Copy of the de Luxe Edition of Saunders’ Catalogue 


W. B. SAUNDERS COMPANY : 925 Walnut Street, Philadelphia 


London: 9, Henrietta Street, Covent Garden Australian Agency: 430 Bourke Street, Melbcurne 
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An Absolutely Nonirritating Local Anesthetic 
SIX TIMES LESS TOXIC THAN COCAIN 


Increases the Action of Suprarenin 
and Other Suprarenal Preparations 


NOVOCAIN 


General Surgery 
Lumbar Anesthesia 
Genito-Urinary Surgery 
and Dermatology 


Neutral, Freely Soluble in Water 
FOR USE IN 


Not Decomposed by Boiling 


Opthalmology 
Otology 
Gynecology 
Dentistry 


Victor Koechl & Co. 


Literature and Samples on Application to Sole Agents and Licensees 


New York 


Joun A. WESENER, M.D., Chemist 
W. A. Evans, M.D., Pathologist 
ADOLPH GEHRMANN, M.D., Bacteriolodgist 


COLUMBUS MEDICAL LABORATORY 


Suite 1406, 103 State Street. Chicago, Ill. 
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PRINTED AND EMBOSSED STATIONERY 


PHYSICIANS 
We make a Specialty of printing MEDICAL JOURNALS 


THE SOUTHERN MEDICAL JOURNAL is printed in 
our establishment. 


ASK 
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For prices on anything you 
may need in printing and 
binding. Return mail will 
bring the answer... 


2 
< Examination desired peel = 


ADVERTISEMENTS—SOUTHERN MEDICAL JOURNAL. vit 


AMBULATORY PNEUMATIC SPLINT 


RESULT IN BONE UNION WITHOUT SHORTENING OR DEFORMITY. 
RECOMMENDED AND USED BY BEST SURGEONS EVERY WHERE. 


It is employed with great success in all cases where exten- 
sion, counter-extension and immobilization are desired while 
the patient is in the recumbent (bed) or ambulatory (walking) 
position. 
it is an open dressing, permitting of frequent inspection, 
bathing, dressing to injuries of the soft tissues, ventilation, 
massage and early painless use of the limb, with perfecf safety. 
It is easily applied without pain, and allows the patient to 
move around in bed, sit up, or walk about at once; gradually 
prolonging the period of activity each day until recovery is 
complete. 
it reduces the reduction of fractures and dislocations to 
a comparatively easy, safe, accurate and reliable setting— 
retaining the broken bones in their proper position. 
it permits the application, if desired, of supporting apposi- 
tion splint for leg or thigh fracture with which buckling straps 
are furnished for adhesive strap traction—in connection with 
the pneumatic cushions on and between the bony prominences 
-of the ankle and foot and tuberosity of the ischium. 
It is far superior to any other form of dressing or appli- 
F ance—with it patients are more comfortable, able to walk 
g f about, eat and sleep better, are stronger and convalesnce with | 
Ambulatory Pneumatic Splint. “no ill after effects ” in the most rapid manner possible. 
Adjustable to right or left limb. It carries out all of the surgical principles: Extension } 


Showing patient in street cos- 
tume, walking with comfort and and counter-extension on andlbetween bony prominences, both 


perfect safety, with fractured above and below the injury; immobilization; maintenance of a _ 
femur. free circulation, gradual daily extension until subsidence of Ambulatory Pneumatic Splint 

inflammatory exudate is complete and satisfactory continuity Adjustable to right or left limb 
has been secured; inspection; judicious exercise; dressing as Showing patient in street cos- 


: tume, walking with comfort and 


indicated; lateral traction; anterior and posterior, as required perfect safety with fractured leg. 


for better approximation; massage; ventilaticn; bathing, etc. 
it prevents shortening, deformity, non-union of bones, ma!practice suits 
and pays for itself every time it is used by increasing any doctor’s practice and 
reputation for the best results. 
It is made and finished in a first-class manner of the very best quality of 
cold, hard-drawn, light seamless steel tubes, with adjustable screws and cush- 
ions of webbing and flannel containing pure gum rubber air cushions with ad- 
justable valves. 
itis made in two sizes, child’s and adult’s. It may be applied to either limb and 
adjusted to patients of various sizes. 
It wili give perfect satisfaction to patient and surgeon and will wear for 
years, and being washable, may be applied any number of times for the various 
purposes for which it is used. 


DIRECTIONS FOR ORDERING. 


State: Nature of fracture? Length of limb, sole of foot to perineum? Cir. 
cumference thigh at pelvis? Right or left limb? Shoe for male or female? If 
for fracture of upper third or neck of femur or hip joint disease, also state: 
Circumference of hips? Around chest? Sole of foot to arm-pit? 

With this information we will send splint fitted ready to apply comfortably to 
patient, with all parts fully tagged, and with application notes enclosed and splint 
guaranteed to give perfect satisfaction. 


Ambulator' 

i re PRICES TO PATIENTS ON ORDER OF PHYSICIANS ONLY. Pneumatic Splint. 

Immobili-ing Attach- ambulatory Pneumatic Splint, with shoe, little key and pum 00 Adjusable-to right or left 
board supports and Compound Key (for lengthening or shortening four screws of splint tion of splint with poste- 
strap, for fracture o i | support for fracture of the 
femur, hip or hip-joint tor enteying complete leg, knee or ankle. Price 


topa- . 15 Per Cent. CASH DISCOUNT TO PHYSICIANS. to patients, $40. 


ORDER TO-DAY FROM 


AMBULATORY PNEUMATIC SPLINT MFG. CO., 60 Wabash Ave., CHICAGO, ILL. 


or SNELL:BROTHERS CO., Nashville, Tenn. 
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RATES: 1linch, 1 time, $1.25; 3 
times, $3.00; 12 tiiaes, $10.00. 
Ten lines of six words each to the 
inch. Remittance must accom- 
pany order, and copy be received 
by the 25th, preceding date of 
issue. 


SOUTHERN MEDICAL JOURNAL 


529% Church Street 
Nashville, Tenn. 


Note—We exclude from our columns all 
known questionable ads, and appreciate 
notification from our readers relative to 
any misrepresentation. 


Couisville Research Laboratory 


of Chemistry, Bacteriology, Pathology, Ete. 


(INCORPORATED) 


Ellis S. ALLEN, A.B., M.D., Pathologist 
JNO.L. KENDALL, B.S., Ph.G., M.D., Chemist 


BENRARD J. O'CONNOR, A.M.. M.D., Pathologist 


EDWIN T. BRUCE, B.S., M.D., Radiographer 


Clinical Examinations of all Kinds for Physicians. 
Commercial Chemical Analyses for Manufacturers, Etc. 
Photographic, Microphotographic, Lantern Slide and X-Ray Work for Phy- 


sicians. 


Post-Graduate and Preliminary Courses in Above. 


For Mailing Cases, Instructions, Report Blanks, Fee Tables, Etc., write to 


B. J. O'CONNOR, Secretary 


701-703 Atherton Building 


LOUISVILLE, KY. 


DR. WILLIAM KRAUSS’ 


Medical Laboratory 


RANDOLPH BUILDING 


MEMPHIS TENNESSEE 


Write for fee bill and information. 


Skiagraphs 


Wanted! 


LIVE AGENTS to take sub- 
scriptions to this Journal. For 
inducements and _ information, 


write the publishers— 
SNELL BROS. CO., Nashville, Tenn. 


We have opened this page 
(to be added to as needed) 
for the accommodation of 
small advertisements, espec- 
ially from physicians, for 
“Locations,” Sale,” 
“Positions,” etc., and even 
display adlets. 

Rates are given above and 
further information on _ re- 
quest. 


FOR SALE! 
OLIVER TYPEWRITER No. 3. 
Just overhauled and in good work- 
ing order. Will do a physician’s 
work for ten years without repair. 
Price, $32.50 cash, or $35.00 at the 
rate of $5.00 permonth. Address 


THE PUBLISHERS. 
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THE NEWEST BOOKS 


ALLEN. Opsonic Method of Treatment and Vaccine Therapy. Second Edition. 244 pages. $2.00. 

BARTLEY. Physiology and Clinical Chemistry. New Third Edition. 51 Ills. $1.00. 

BEATTIE & DICKSON. Text-Book of General Pathology. Vol.I. 166 Ills. 475 pages. $5.00. 

BINNIE. Operative Surgery. Fourth Edition. 713 Ills. 805 pages. $3.50. 

BRUBAKER. Text-Book of Physiology. Third Edition. 383 Ills. 752 pages. $3.00. 

BRUNTON. Therapeutics of the Circulation. 240 Ills. 280 pages. $1.50. 

CASPER. Text-Book of Genito-Urinary Diseases. Second Edition. 254Ills. 645 pages. Cloth $5.00. 

DEAVER & ASHHURST. Surgery of the Upper Abdomen. In Two Vols. Vol. I.-Surgery of 
the Stomach and Duodenum. 76 Ills. 468 pages. Cloth $5.00. 

DOUGLAS. Surgical Diseases of the Abdomen. Second Edition. 20 Plates. 897 pages. $6.00. 

DUFF. Text-Book of Physics. By Various Authors. 518 Ills. 680 pages. $2.75. - 

EMERY. Clinical Bacteriology and Hematology. Third Edition. 114 Ills. 252 pages. $2.00. 

GORDON. Diseases of the Nervous System. 136 Ills. 487 pages. $2.50. 

GOULD. Borderland Studies. Vol. II. 46 Ill. 311 pages. $1.50 

GOWERS. Borderland Epilepsy. 12 mo. $1.25. 

GROFF. Materia Medica for Nurses. Fourth Edition. 12 mo. 221 pages. $1.25. 

HAIG. Uric Acid in the Causation of Disease. 7th Edition. Thoroughly Revised. 75 Ills. $4.00. 

HAWK. Practical Physiological Chemistry. 2d Ed. 6 Plates in colors; 126 Text Figures. Cloth $4.00. 

HEWLETT. Pathology. Second Edition. 70 IIIs. 548 pages. $3.25. 

HOLLAND. The Urine, the Gastric Contents, the Common Poisons and the Milk. Eighth Edition. 
Ills. 163 pages. $1.00. 

JACOBSON. Operations of Surgery. Fifth Edition. 777 Ills. 2086 pages. 2 Vols. Cloth $12.00. 

JOHNSON. Text-Book of Operative Denistry. 618 llls. 750 pages. $6.00. 

JONES. Outlines of Physiology. Second Edition. 107 Ills. 383 pages. $1.50. 

KIRKES?’ Physiology. Twenty-first Edition. 677 Ills. 916 pages. $3.00. 

LATHAM. Dictionary of Treatment. 12 mo. 325 pages. Flex. cloth $2.00. 

LEFFMANN. Examination of Water for Sanitary and Technic Purp 6th Ed. lll. 12 mo. $1.25. 

LYNCH. American National Red Cross Text-Book on First Aid and Relief Columns. 74 Ills. Pocket 
size. 224 pages. Flex. cloth. $1.00. 

MAYLARD. Abdominal Tuberculosis. 57 Ills. 360 pages. Cloth. $4.00. 

MELLER. Ophthalmic Surgery. 118 Original Ills. Octavo. Cloth. $3.00. 

MEMMINGER. Diagnosis by the Urine. Third Edition, 27 Ills. 12 mo. 116 pages. $1.60. 

PHILLIPS. Spectacles and Eyeglasses. Fourth Edition. 56 Ills. 12 mo. $1.00. 

RODMAN. Diseases of the Breast with Special Reference to Cancer, 120 Ills. Octavo. $4.00. 

SLUSS. Emergency Surgery. 584 Ills. 692 pages. Flex. leather. $3.50. : 

STANISLAUS. A Short Pharmaceutical Chemistry. Second Edition. 610 pages. Flex. cloth. $2.50. 

STITT. Practical Bacteriology, Blood Work and Animal Parasitology. 86 Ills. 12 mo. 294 pages. 
Flex. cloth. $1.50. 

TYRODE. Pharmacology. Octavo. 225pages. $1.50. 

VAN HARLINGEN. Skin Diseases. Fourth Edition. 102 Ills. 482 pages. $3.00. 

WILCOX. Fever Nursing. Second Edition. 12 mo. 229 pages. $1.00. 

WILCOX. Treatment of Disease. Second Edition. Enlarged. 932 pages. Cloth. $6.00. 

WILLIAMS. Manual of Bacteriology. Fifth Edition. Enlarged. 113 Ills. 446 pages. Cloth. $2.00. 


FOR SALE IN THE SOUTH BY 


SNELL BROTHERS CO. edicalDeaters Nashville, Tenn. 


Complete Catalog of Medical Books on Request. Convenient Terms to Physicians of Approved Credit. 
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“We Progress Through Change” 
“THE ALLISON LINE” 


of physicians’ tables, chairs, cabinets 
and specialties show the ‘‘Progress’’ 
we have made through years of con- 
stant improvement and ‘“‘Change.”’ 
If your equipment is old-fashioned 
and out-of-date, you have failed to 
progress with the times and a 
“‘Change’’ is due. 


Three things are essential to the successful 
practitioner of medicine—knowledge, self-con- 
fidence and the proper appliances. If you have 
the first two, we can supply the third. 


We are confident that we can 
supplement your skill and re- 
duce your difficulties to a min- 
imum. An examination of our 
catalogue will show to the casual 
observer why the word “ALLISON” 
has become a syuonym for the 
Best. 


W. D. ALLISON Co. 
887 N. Alabama St, INDIANAPOLIS, IND. 
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NOTICE. 


TO THE MEDICAL PROFESSION: 


On this page we wish to send another message to the 
profession of the South. It is the one great desire and 
object of this journal to render to the profession of the 
South as much valuable service as it possibly can. The way 
to accomplish this is through original articles, reports 
of cases and abstracts. 


We wish to emphasize the fact with reference to orig- 
inal articles that the Journal will spare no means on its 
part in order to present in the very best condition to the 
profession any article it may publish. It will cheerfully 
prepare plates of illustrations, and really, we urge 
writers to illustrate their articles by photographs or draw- 


ings. We believe that illustration clears up the subject 
matter and renders it of greater value. We urge our 
Southern writers to send their work to this journal, and 
we will see that the printer's part and the distribution 
are properly done. 


Ancther valuable educational point is the report of 
selected cases. Some valuable and useful information may 
be given to the young and old practitioner by well pre- 
pared reports of selected cases. 


We, therefore, request the profession, especially 
those interested in improving the practice of medicine, to 
send the Journal original articles on subjects of their 
own choice and also reports of cases which contain an ele- 
ment of instruction. Awide support of this kind from the 
entire profession of the South will insure the continued 
publication of a journal which will, for that reason, be of 
the greatest help to every practitioner in this section of 
the country. 


Respectfully, 
SOUTHERN MEDICAL JOURNAL. 
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CONSERVATIVE SURGERY, THEN AND NOW. 


BY F. W. PARHAM, M. D., 


NEW ORLEANS, LA. 


President’s address before Southern Surgical and Gynecological Association, St. Louis, Mo., 
December, 1908. 


I confess to much embarrassment in com- 
plying with Article VI. of the By-Laws: “The 
President shall deliver an annual address at 
each meeting of the Association.” The ex- 
ample of my distinguished predecessor had 
raised the standard of the presidential address 
so high that I was thrown into confusion. 
Lord Nelson, on going into his famous sea 
fight, raised the signal, “England expects 
every man to do his duty.” So every loyal 
member of this Association ought to find his 
pleasure in responding to the call of duty. 
Thus reflecting, I brought myself into a 
calmer state of mind and began to cast about 
to find how I might most properly comply 
with your mandate. 

The richness of our programs urged me not 
to trench upon the privileges of the floor, and 
so I sought some topic of general interest 
that might not too greatly tax your patience. 
I shall beg your kind indulgence while I talk 
to you in, I confess, a rather desultory way 
on “Conservative Surgery, Then and Now.” 

I have long been dominated by the feeling 
that we have not fairly appraised the achieve- 
ments of the past, but have rather lent too 
ready an ear to the alluring claims of novelty. 
Novelty has too often been confused with 


(2) 


progressiveness, and progressiveness has been 
used too often synonymously with aggressive- 
ness. The aggressive surgeon who always 
feels sure he’s right, then goes ahead, would 
do well to temper the enthusiasm born of the 
present brilliant achievements of surgery by 
giving reverent heed to the admonitions of 
the past. 

A recent writer has published the follow- 
ing strictures upon hospital surgeons: “Mod- 
ern aggressive surgery has made the hospital 
into a hotel for the temporary care of the 
vivisected. All that the surgeon cares for is 
a room for his patient to occupy during the 
three or four weeks she is recovering from 
his incisions. She may then go home and 
get well or lead a-life of invalidism, as it 
happens. To cure his patient and restore her 
to a life of usefulness and happiness is not 
the modern surgeon’s conception of duty.” 
No fair-minded surgeon will indorse such 
unjust criticism, yet most of.us are ready to 
admit that more-conservatism is needed, and 
that the growing tendency to regard surgery 
in its totality as operative must be combated. 
While I do not agree with the distinguished 
President of the American Surgical Associa- 
tion when he said in his address last spring 


. 
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that an operation was a confession of failure, 
I do believe that the surgeon who regards no 
case as worthy of consideration that does not 
offer an opportunity for the display of his 
surgical skill must be counted as not making 
the most of the brilliant advances in diagnosis 
and treatment of modern times. We have 
mostly emancipated ourselves of the supersti- 
tions of the past, but are we sure that we are 
not really retarding the advance of surgery 
by yielding too readily to the seductive argu- 
ments of radicalism? In the past did not 
enthusiasm sometimes outstrip reason and pru- 
dence? Witness the mania for blood-letting 
in France, whereby, under the influence of 
Broussais and his followers, no less than 
41,000,000 leeches were imported into France 
in the single year of 1833, when people were 
bled lying down in order that they might not 
faint before sufficient blood had been with- 
drawn; and yet Broussais was called by some 
a Messiah of medicine. And was not he 
considered the most skillful surgeon who could 
do the most brilliant operation? In pre- 
anesthetic days time was a factor of the great- 
est importance; quickness was essential to the 
safety of the poor sufferer. Many unneces- 
sary amputations of the last century are to be 
attributed to this, and the success of the great 
Liston over his opponents in the famous con- 
troversy over the value of the flap amputation 
of the hip well illustrates how a whole nation 
may blindly follow a great leader who has the 
courage of his convictions. 

Yet men soon came to their senses and 
began to ask whither they were drifting. In 
the squabble over the best method of amputa- 
tion the main question had been lost sight of— 
was amputation at all required? Could not 
life be saved and the limb also saved? When 
John Hunter asked: Might not, for the cure 
of popliteal anuerism, the artery be tied where 
amputation would cut it? And having answered 
it in the affirmative, put it into practice on a 
patient, was not the surgical world aghast for 
a time? Yet Hunter prevailed, and his prop- 
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osition was afterwards pronounced one of the 
great conceptions of surgery. Men began to 
think under the stimulus of John Hunter’s 
brilliant work. But progress in conservative 
surgery was slow. Its dawn began with Sir 
Benjamin Brodie, as related by Sir William 
Fergusson, who introduced the expression con- 
servative surgery into practice. In the Med- 
ical Times and Gazette, 1852, Sir William 
writes: “The grand object of surgery, prop- 
erly so called, may be defined, aphoristically, 
to be the preservation of the greatest portion 
of the body at the smallest possible sacrifice.” 
He relates: “In 1824 Sir Benjamin Brodie 
amputated a leg for painful disease in the 
lower end of the tibia of twelve years’ dura- 
tion, which had resisted all treatment.” He 
was wise enough to examine the amputated 
leg and found an abscess of the size of a 
chestnut at the seat of pain. Three years later 
in a similar case he applied a trephine, evac- 
uated the pus and cured his patient. She was 
still cured nineteen years later. Can any one 
say that the one operation was less curative, 
less radical, than the other? The amputation 
may have been more spectacular, but the other 
was more commendable in conception and re- 
sult. 

Such operations, said Fergusson, are to be 
classed “among the most brilliant of modern 
surgery.” The observation of Sir Benjamin 
Brodie marked an epoch in bone surgery, and 
indeed in surgery in general. Excisions and 
resections of bones and joints took the place of 
amputation, and surgeons began to be distin- 
guished more by the number of legs and arms 
saved than by their rapidity in amputation. 

How far in advance of Sir Benjamin and 
Sir William is modern bone surgery, is well 
displayed in the admirable article of Nicholls, 
of Boston, on the “Pathology and Treatment 
of Osteomyelitis,” read at the New Orleans 
meeting in 1903 of the American Medical 
Association. As the result of such thorough 
investigations surgeons are beginning to learn 
the vatue of timely diagnosis of the true cause 
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of the fever of osteomyelitis, which has parted 
company with rheumatism and typhoid fever, 
so long the cause of diagnostic stumbling. 

Your President in 1899 said in his address 
that true conservatism versus radicalism was 
one of the important problems for the twen- 
tieth century to solve. Happily, safer anes- 
thesia, saner asepsis and sounder instruction in 
surgical pathology and diagnosis are making 
often the most radical surgery the most con- 
servative, and the most conservative surgery 
the most radical, if by radical we mean the 
thorough eradication of disease. The modern 
methods of diagnosis, including all sources of 
information, from the careful study of the 
history of a case and its clinical manifestations, 
ending with the investigation of the blood and 
the body secretions and evacuations and the 
illumination of the cavities and tissues with 
electric light and X-ray, have helped us to 
locate more definitely the seat of the patho- 
logic process and to localize and restrict our 
operative attack. 

In renal surgery, for example, conservative 
and radical surgery display most conspicu- 
ously their coincidence. Here results demon- 
strate that often the most conservative treat- 
ment is also the most radical. As witness of 
this, what could be more striking than that 
case of Bransford Lewis’s, in which, by means 
of the styletted ureteral catheter and radio- 
graphic plates, he found three independent 
ureters, two of them healthy, the third showing 
gonococcal infection, the cause of a recurrent 
gonorrhea of five years’ standing. Through 
the means mentioned the anatomic anomaly 
was demonstrated; the physiologic phenome- 
non of supplying three different urines by one 
individual was proved, and through medicated 
lavage of the infected ureter, the source of 
infection was removed and the patient perma- 
mently relieved.” That stricture of the ureter 
giving rise to renal destruction, might not only 
be diagnosticated by ureteral catherization dur- 
ing life, but actually relieved by incision 
through the cystoscope or dilatation with 
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ureteral sounds, has been demonstrated over 
and over again. Notwithstanding these bril- 
liant achievements of the cystoscope and ure- 
teral catheter, we still hear the remarkable 
advice given to determine the relative value of 
two diseased kidneys by exploratory nephrot- 
omy and renal palpation. Again, while we 
may make a diagnosis of renal or bladder 
stone by the symptoms and urinary examina- 
tion alone, still the advantage of employing 
all aids of clearing up our diagnostic doubts 
is shown by the glaring blunders sometimes 
committed, which might have been prevented 
by resort to cystoscopic and radiographic in- 
vestigation and other means of diagnostic pre- 
cision. 

The case reported by Seelig of an appendi- 
ceal coprolith with ureteral adhesion, which 
had caused ureteral obstruction, demonstrated 
by ureteral catheterization, and shown by the 
radiographic plate to be due to stone, the real 
nature of the case only being disclosed by 
laparotomy, does not in any sense detract from 
the value of ureteral exploration and radio- 
graphic diagnosis. These, like the findings of 
the microscope, are only data furnished us; 
the determination of their significance lies 
within the domain of our reason and judg- 
ment. The instruments did not lie; they were 
only (mute) witnesses of a pathologic process, 
which the use of the knife interpreted properly. 

The glory of the present day surgery, then, 
rests primarily upon more accurate diagnosis, 
but the refinements of scientific investigation 
must always be subjected to the criticism of 
common sense. Douglas Powell well expressed 
the sentiment I have in mind when, in his 
recent lecture delivered before Guy’s Hospital 
Physical Society, he said: “There never was a 
period when we could see so minutely into 
disease as we can now, and as time advances 
our vision will become still more penetrat- 
ing. It behooves us the more to preserve the 
range and proportion of things lest this finer 
insight may but enable us ‘with finer optics to 
inspect a mite, not comprehend the heav’n.’” 
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The brilliant and penetrating searchlights— 
microscopic, radiographic, opthalmic, auro- 
laryngo-spectroscopic, sphygmographic, cardi- 
ographic, not to mention electrophonic and 
other methods—must be used with discretion 
and not a little forbearance.” All the defects 
of which we become aware, he says, must not 
be taken too seriously, but all our data acquired 
from every source must be duly weighed and 
put into their proper diagnostic relation before 
any plan of treatment is laid out. Only thus, 
by placing the facts in proper relation, may we 
hope to get a picture in true perspective of the 
disease. Only thus may we realize the hope 
of the old Latin author, “Felix qui potuit 
rerum cognoscere causas.” Only thus may we 
select the most conservative, and in many cases 
the most radical, treatment for the case. 

The establishment at Cambridge of a com- 
mittee for the study of special diseases, com- 
posed partly of men engaged in practice and 
partly of those engaged in research, is an 
important step in the right direction, and this 
is an example, as Powell says, which our great 
hospitals might follow by the establishment of 
a research ward for the clinical investigation 
of chronic maladies, in order to bring into line 
all the technical and other factors of diagnosis 
and treatment, which must be comprehensible 
to the practicing physician before they can be 
considered of real value. 

It is becoming more and more characteristic 
of the modern surgeon that, whilst recognizing 
the value of data furnished him by the labo- 
ratory, he will relentlessly subject them all to 
the test of reason, and will only decide upon 
his surgical therapeusis when, after a thor- 
ough study of all the facts, he has obtained a 
true perspective of the case. When he shall 
have done that he must realize that he is but 
the handmaid, not the master, of nature. He 
will become conscious that he is not to take 
the place of the vis medicatrix nature, but to 
assist. Without this vis medicatrix he can do 
nothing, for when we have made a wound, 
can we make it heal if the power of healing 


is not there? He removes the cause of dis- 
ease and closes the wound gently and rever- 
ently, doing no violence which might interfere 
with the full exercise of nature’s power. 
Then he waits and watches in full confidence 
of the result, believing that nature is only 
uncertain and capricious when she is abnormal. 
When properly assisted back to her normal 
province she doeth all things well. We are 
the bunglers because we often do not under- 
stand her ways. We are emerging, as Robert 
Morris has remarked, from the pathologic into 
the physiologic era in surgery. The valuable 
discoveries of Metchnikoff and Wright of 
phagocytosis and opsonins have emphasized 
the necessity of conserving the natural resist- 
ance of the patient, on which Lister laid so 
much stress even before antiseptic gave place 
to aseptic surgery. The surgeon who respects 
the power of nature will do only the least 
needed to set nature right. He will become 
really a conservative surgeon, his first object 
being to save life, his second to leave his 
patient as nearly as possible in the image in 
which he was created. He will do as much 
as may be necessary but no more. He will be 
radical as may be required, not reckless, and 
hence conservative. He will take advantage 
of the factors of safety of the human machine, 
as Meltzer has pointed out, and will allow the 
therapeutics of self-repair to have, as far as 
possible, command of the situation. No better 
illustration of my meaning could be given of 
the true conservative surgery which saves life 
with the minimum effective interference than 
Murphy’s management of general peritonitis 
from ruptured appendix, or that proposition 
of Cushing’s, made last year at the meeting of 
this society, of subtemporal decompressive 
operations in the treatment of bursting frac- 
tures of the cranial base. Any procedure 
attended by so little risk that can reduce the 
mortality from grave cerebral traumatism 
from over 50 per cent to 13 1-3 per cent, as 
in Cushing’s hands, must surely be placed 
among the conservative life-saving operations ; 
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-yet most of us have been satisfied with the do- 


nothing policy, content to let these unfortu- 
nates die victims of a policy of masterly inac- 
tivity. Happily, this and other life-saving 
procedures have removed many of the oppro- 
bria of surgery, and place the surgery of this 
age of medical enlightenment in such marked 
contrast with the practice of Aetius, of the 
sixteenth century, who was such a good Chris- 
tian Scientist that he recommended one of the 
following formulas for the extraction of. a 
bone from the throat: “Bone, as Jesus Christ 
caused Lazarus to come forth from the sepul- 
chre, as Jonah came out of the whale’s belly, 
come out of the throat; or, “Bone, I conjure 
you, by Blaises, martyr and servant of Jesus 
Christ, come forth or go down.” 

Anesthesia and asepsis and improvements in 
surgical technique have made possible a mod- 
ern surgery that would have been simply as- 
tounding to men of the time of Fergusson, 
Brodie, Liston and Syme. “No man,” as 
Mumford has well said, “has reckoned the 
immeasurable saving of life, the incomputable 
relief of suffering, the opening of new sur- 
gical fields.” So safe, under the protection of 
anesthesia and asepsis, has become our opera- 
tive attack that “daring has become conserva- 
tism, rashness has become common sense.” 
But in nothing will be more conspicuous the 
advance of the future than in the development 
of conservative surgery. When Hunter tied 
the superficial femoral artery he did a great 
act of conservative surgery, but when, under 
the protection of the Esmarch bandage, the 
modern surgeon enters boldly the aneurismal 
sac itself, searches for the feeding vessels and 
sutures their mouths after the technique of 
Matas, he does at once a radical and yet a 
more conservative operation than the Hunte- 
rian, because he imitates more closely nature’s 
mode of cure. With the possibilities opened 
up by the marvelous work of Carrel, Guthrie 
and others in vascular surgery, no man can 
set a limit to the progress of the future in 
conservative surgery. The wonderful results 
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of Bier’s hyperemia treatment, the greai ad- 
vance in stomach and intestinal surgery, the 
surgery of the heart and lungs and kidneys 
would seem now like a fairy tale to old Dupuy- 
tren, the Napoleon of French surgery, who, 
suffering from an empyema, refused opera- 
tion, saying he would rather die by the hand 
of God than by the hand of man. 

What is more striking than the shock-block- 
ing effect of the intraneural or intraspinal 
injection of cocain, or the rapid resuscitation 
by transfusion of blood of a patient dying of 
acute blood-loss? I will not weary you by 
enumeration of the many triumphs of modern 
surgery. One field is only partially tilled; 
much has been done, but much remains to do, 
for cancer yet remains the opprobrium of 
surgery. Here conservative surgery has small 
place. The only conservatism that avails is 
to have the general practitioner send the case 
in time. Taken early, we feel hopeful of a 
large percentage of cure, but the late cases 
are often beyond our aid. 

The address of Crile before the surgical 
section of the American Medical Association 
last June aroused great enthusiasm and raised 
hope high that an early diagnostic test and a 
cure of cancer was about to be discovered in 
the hemolytic reaction of cancer serum and 
the prophylactic effects of transfusion of nor- 
mal blood. Weil has recently, as a result of 
his own investigations along these lines, raised 
some doubt concerning the value of these tests, 
but Crile’s work has been so painstaking and 
his promises hitherto so cautious that we shall 
not abandon hope. Surely this is one of the 
greatest problems pressing for solution, and 
the man or men who can find some means of 
staying the progress of this wholesale de- 
stroyer of human life will merit the gratitude 
of the human race. 

I have not pretended, gentlemen, nor have I 
intended, to give in the foregoing remarks 
anything more than a mere cursory glance at 
past or present-day surgery. If I have in a 
feasible way but thrown out food for thought 
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I shall be content. The noblest study of 
mankind is man. Let us continue to try to 
prolong man’s life till old age shall cut him 
down, and let us preserve him, so far as possi- 
ble, in his God-like form. Let us do the least 
required of us as surgeons to accomplish the 
most. In these days of “wolfish hunger after 
knowledge” no limit may be placed upon the 
possibilities of the surgery of the future. 
Already many affections have been removed 
from the province of the internist to that of 
the surgeon, who now saves life or cures dis- 
ability where death or chronic invalidism was 
the rule. No wonder, then, the surgeon is 
accused of caccethes operandi. Enthusiasm 
must have some check. While no man may 
prescribe a limit to the development of opera- 
tive technique, let us not forget that our pa- 
tients have a right to demand of us the best 
result. We should strive to save life, but the 
minimum of damage should be our aim. If 
we make it a rule to find out everything possi- 
ble about our patient before we operate, we 
shall operate only when necessary, and shall 
reduce our operative attack to the minimum, 
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doing the work thoroughly but quickly. Whilst - 
we may aspire, as John Collins Warren re- 
marks, “to add to modern skill the speed of a 
former generation,” we must remember that 
speed, not haste, is what we need. Moynihan 
neatly expressed it when he said: “Speed 
should be the achievement, not the aim of the 
operator.” With these precepts constantly in 
mind, the operator will seek only the good of 
his patient; not the enhancement of his own 
reputation. 

By correctly estimating the powers of our 
patient, avoiding all officious meddling, doing 
well but quickly only what must be done, 
having, as Sir James Paget expressed it, “the 
courage to do little’ when more would be 
harmful, having always in mind, first and 
foremost, the cure of our patient, we shall 
best serve mankind and preserve our art from 
stain. Now we see the dying words of 
Goethe being realized—“‘Mehr licht.” Let 
this be our watchword: 


“Strong in will, 
To strive, to seek, to find and not to yield.” 
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VAGINAL HYSTERECTOMY FOR CARCINOMA OF THE CERVIX.* 


BY HENRY T. BYFORD, M. D., CHICAGO. 


The relative indications of abdominal and 
vaginal hysterectomy for carcinoma of the 
cervix are still under active discussion. The 
advocates of the abdominal operation have 
shown that it gives greater immunity from 
recurrence, and maintain that this comparative 
immunity more than overbalances the com- 
parative safety of the vaginal operation, and 
are endeavoring to simplify their method so 
as to diminish their immediate mortality. On 
the other hand, those who favor the vaginal 
route are endeavoring to develop a more radi- 
cal method and thus diminish their /ater mor- 
tality. 

Emil Ries, the first and most consistent 
operator by the new abdominal method, em- 
phasizes the fact that a complete removal of 
the pelvic connective tissue is necessary to jus- 
tify the operation, while Wertheim, its Ger- 
man representative, recommends a less thor- 
ough clearing out of the sides of the pelvis in 
order to avoid excessive hemorrhage, and a 
less radical stripping of the ureter in order to 
avoid ureteral necrosis and fistula. Other al- 
terations of the technic designed to save time 
and diminish the amount of the anesthetic 
used, and thereby lessen the shock and hem- 
orrhage, are being tried. 

Staude, a warm advocate of a more radical 
vaginal operation, has made a study of the 
post mortem examinations of fifteen patients 
who died as the result of hysterectomy for 
carcinoma, and nearly all of which were cases 
of advanced disease. In nine of them no in- 
fected glands were found; in two of the re- 
maining, the pelvic glands were free of dis- 
ease, although in one a diseased gland was 
found behind the duodenum and in the other 
at the junction of the renal artery with the 


aorta; in one case the inguinal glands were in- 
fected, and in three cases in which the pelvic 
glands were infected there was also extensive 
invasion of those of the lumbar region. Thus, 
in 60 per cent. of the deaths from the opera- 
tion there was no discoverable glandular in- 
fection, and in the remaining 40 per cent., the 
removal of all infected glands would have been 
impossible. 

Shauta, who included all of those patients 
who died of cachexia in his investigations, has 
reported 80 per cent. free from glandular ex- 
tension and that the removal of all infected 
glands would have been impossible in the oth- 
er 20 per cent. (Monatschr. fur. Geb. u Gyn. 
Bd. XIX, Heft. 4.) Staude’s study of the 
literature revealed that in from 26 per cent to 
60 per cent of cases the glands are diseased. 
Removal of visibly or palpably diseased glands 
can, of course, be accomplished by the abdom- 
inal method, but when they are so affected in- 
visible and impaipable or remote infection usu- 
ally exists, and the mere enucleation of what 
is seen and felt to be diseased will seldom pre- 
vent recurrence. 

Thus, we see that in many advanced cases 
the glands are not invaded and that even when 
they are they cannot always be removed. 
Hence, we must hesitate before we advocate 
the abdominal method indiscriminately. 

Staude, in 104 cases operated upon per va- 
gina, as radically as possible with the aid of 
bilateral vaginal incisions, reports 39 returns 
of the disease. He says (Zentralblatt fur 
Gyn., 1908, No. 37): “The majority of re- 
turns were in the scar, or in the contiguous 
stump ,of the parametrium, close to the scar. 
IT seldom saw a return in the,glands (only 
three times, once in the inguinal and twice in 


*Read before the Southern Surgical and Gynecological Association, in St. Louis, December, 1908. 
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the iliac glands) without infection of the scar.” 
He says that he never saw a return in the para- 
vaginal connective tissue. These facts corres- 
pond with my own experience, and, if repre- 
sentative of the general experience, show that 
the returns are in the regions that are most ac- 
cessible by the vaginal operation. And the ob- 
ject of this paper is to recommend a proce- 
dure that secures the removal of more of the 
connective tissue in these regions and thus 
tends to improve the remote results. 

Let us divide the cases into two classes, viz.: 
those in which the parametrium is not sensi- 
bly invaded, and those in which it is, and con- 
sider them separately. 

In the first class the cervix can be pulled 
down and the parts made accessible from be- 
low. It then becomes easy to judge of the 
amount of vagina to remove with the cervix, 
and easy to remove it. In passing I would 
like to state my belief that the remote results 
of the vaginal method are much worse than 
they should be hecause the error is so often 
made of not removing enough of the con- 
tiguous vaginal walls and connective tissue. 
We can operate close to the rectum behind 
and enter the peritoneal cavity at the bottom 
of the pouch of Douglas, and then push up the 
connective tissue under the sacro-uterine liga- 
ments. After entering the peritoneal cavity in 
front we can also push the ureters well up out 
of the way and thus be free to ligate the bases 
of the broad and sacro-uterine ligaments well 
out from the cervix. 

In order to remove the connective tissue as 
far away from the cervix as possible, I have 
made use of a combination ligature and for- 
ceps method. First, I ligate the broad and 
sacro-uterine ligaments, but use strong. silk 
thread tied as tightly as possible and leave the 
ends long enough to protrude from the vulva. 
After severing the ligaments pretty close to 
the ligature, I grasp one of the stumps with 
forceps, pull it down and put a short, strong 
pair of broad ligament forceps as far away 
from the ligatures as possible and clamp it so 


tightly that it will cause a sluff. I have some- 
times been surprised to see how much farther 
from the cervix I could thus grasp the tissues 
than by either the ligature or the clamp forceps 
alone. The same is done on the other side. As 
there is but one pair of forceps on either side 
I find no difficulty in uniting the peritoneal to 
the vaginal edges in front and behind and in 
partly closing the vaginal vault between the 
forceps, leaving sufficient space on either side 
for drainage and for the slough to come away 
with the ligatures. 

In the other class of cases, viz.: those in 
which the vaginal edges and parametrium are 
invaded, Schuchardt’s vaginal incision that en- 
ters the tissues deeply to the right of the rec- 
tum and terminates in the posterior fornix, or 
Staude’s bilateral splitting of the vaginal ca- 
nal into the parametrium, may be employed. 
By means of Staude’s bilateral splitting meth- 
od one can reach the diseased parts and loos- 
en the uterus and obtain free access to the 
pelvic connective tissue. After the bleeding 
vessels are ligated and the uterus pulled down 
the operation can be completed in the ordinary 
way. Asa final step the vaginal incisions are 
sutured and the connective tissue drained. 

I have not gone into the detail of the use of 
these long vaginal incisions, with their ad- 
vantages on the side of radicalism, and their 
disadvantages on the side of danger to life, 
for that would lead me far beyond my sub- 
ject, which was to suggest an improvement in 
one of the steps of the operation rather than 
open up a discussion of the operation in 
all of its phases. What I wish to emphasize 
is that before giving our adherence hastily to 
the plausible but exceedingly dangerous ab- 
dominal method, we should develop the possi- 
bilities of the vaginal route, and I have offered 
minor suggestions looking to that end. 

I have devised this pair of forceps which, I 
think, obviates some of the objections that are 
found to the ordinary broad ligament forceps. 
Most forceps project too far into the peritoneal 


| 
if 
| 
| 
lhe 
i} 
| 
: 
r 
4 
TE 
H 
i} 
fi 


BYFORD: VAGINAL HYSTERECTOMY FOR CARCINOMA OF THE CERVIX. 551 


cavity and cause pain; they sometimes fail to 
grasp the tissues firmly at all points, and thus 
may not cause prompt and complete sloughing ; 
and they project too far out of the vulva and 
are in the way externally. The forceps I have 
here are short, and thus not only hold stump 
down near or at the vaginal edges, but they do 
not form a large mass of metal projecting be- 
tween the thighs. They are blunt and slightly 


hooked at the end of blades, and thus not only 
do not scratch the intestines, but do not allow 
the pressure to force the edge of the flattened 
stump beyond their grasp. They are strong 
enough to exert a uniform pressure that causes 
sloughing even when left on but a few hours. I 
usually leave them on for twenty-four hours, 
although ten or twelve would probably be long 
enough., 
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(1) Jncidence—I have been astonished at 
the rarity of the occurrence of this malady as 
indicated by published reports. The five 
cases here referred to include the whole num- 
ber of cases which I have seen either in my 
own work or that of my colleagues, although 
a few days ago Dr. Sherrill showed me the 
photograph of a patient upon whom he ex- 
pected to operate, and which had the appear- 
ance of cancer of the parotid. 

In 1892 H. Bohme collected 411 cases of 
tumors of the salivary gland, 90.51 per cent. 
appearing in the parotid. I have succeeded 
in finding references to fourteen scattering 
cases and twenty-six cases reported by Dr. 
Francis Carter .Wood, vol. xxxix. of the 
Annals of Surgery, making in all 417 cases 
reported to date, including the five cases of 
the writer. Dr. W. W. Keen makes an in- 
teresting report of a case in the Journal of 
the American Medical Association, vol. xlii., 
p. 1138; also Dr. Cordier, same journal, vol. 
1, p. 138. 


History.—The knowledge as to the histol- 
ogy the clinical manifestations were very 
meager up to the second half of the nine- 
teenth century. Von Bruns in 1859 was the 
first who described neoplasms of the parotid 
from his own cases as well as those of for- 


eign. sources, giving the clinical, macroscopic 


and pathologic anatomic features. C. O. 
Weber added markedly to the causes. The 


histological studies were notably furnished by - 


sillroth and Virchow, the latter making a 
special study of enchondroma. More re- 
cently Kaufman and Nasse have worked out 
the histology of the various tumors of the 
salivary glands and gave especial study to 


CANCER OF THE PAROTID GLAND.* 


REPORT OF FIVE CASES, BY GEORGE A. HENDON, M.D., PROFESSOR OF SURGERY IN THE 
UNIVERSITY OF LOUISVILLE. 


*Read before the Southern Surgical and Gynecological Association, in St. Louis, December, 1908. 


those forms of the mixed variety connective 
tissue substance and epithelial. (H. Bohme.) 

Etiology.—Billroth in his work on the sub- 
ject, says the seat of the growth is more often 
found in the parotid gland, especially in that 
part situated below and in front of the ear 
than in the submaxillary. Trauma is said to 
play a most important role. Billroth mentions 
two cases from a blow over the parotid. 

Kaufman collected 29 cases with the tumor 
on the left side in 17, and 12 on the right. C. 
O. Weber believes that inaflmmatory proces- 
ses might be of etiologic moment, especially re- 
peated attacks of facial erysipelas, toothache 
and colds. Cohnheim thinks that enchondroma 
is of foetal origin by including the cartilagin- 
ous elements in the branchial arch. Parotid 
tumors show microscopically all the varieties 
of connective tissue epithelial substance. 
Bohme collected 372 cases from the literature 
as follows: 


128 — 34.41 per cent. 
Carcinoma ~---- species 96 — 28.81 per cent. 
Conchondroma ------ 58 — 15.59 per cent. 
17 — 4.57 per cent. 
15 — 4.03 per cent. 
co 11 — 2.96 per cent. 
9 — 2.42 per cent. 
Not classified ~------ 38 — 10.21 per cent. 


Billroth reports two cases of cancer with op- 
eration and recovery. He does not agree with: 
Bohme, whose statistics are here given show- 
ing 96 cases of carcinomata in 372 or 25.81 per 
cent. He thinks these figures are too high and 
that in more recent literature but very few 
cases of parotid cancer are reported. 

According to the monograph of Kaufman 
and Nasse a part of these cases formerly de- 
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scribed as carcinoma were in reality not epi- 
thelial growths, but endotheliomata, i. ¢., tu- 
mors belonging to the connective tissue groups. 
Recent statistics show that the disease is com- 
paratively rare. Nasse found only two cases 
in 33 tumors. In Billroth’s two cases they oc- 
curred in elderly persons, a rule which applies 
to cancer in other situations. In Bohme’s stat- 
istics of 87 cases the age was as follows: 


1 — 10 3.4 per cent. 
11 — 20 8.1 per cent. 
21 — 30 19.5 per cent. 
31 — 40 Sa 9.3 per cent. 
41 — 50 12.7 per cent. 
51 — 60 eee 21.8 per cent. 
61 — 70 OF sitions 19.5 per cent. 
71 — 80 3.4 per cent. 

87 100 per cent. 


From this table it will be seen that the dis- 
ease is especially frequent in advanced age; 
most striking, however, is that the second most 
often occurrence is in the third decade, 17 
cases or 19.5 per cent. One explanation of this 
is, as stated above, sarcomata were formerly 
reported as carcinomata. The disease is de- 
cidedly more prevalent in the male in 90 of 
Bohme’s cases; 57 were in males and 23 fe- 
males. Horace Read (Am. J. Clin. Med., 
1907, XIV, 337) is of the opinion that sar- 
coma and carcinoma occur in frequency about 
equal. With reference to age, Dr. Francis 
Carter Wood (Am. Surg., XX XIX, P. 210) 
makes the following observation in a study of 
59 cases of mixed tumors of the salivary 
glands: 

Four tumors appeared in the first decade; 
one in the second; thirteen in the third; eight 
in the fourth; nine in the fifth; four in the 
sixth, and three in the seventh. In my short 
series of five there were two in the sixth and 
three in the seventh, and they were all in men. 


Pathology.—I don’t believe this phase of the 


HENDON: CANCER OF THE PAROTID GLAND. 


553 


subject can be better presented than by copy- 
ing the Wood’s conclusions in the article above 
referred to. (Am. Surgery, Vol. XXXIX, 
P. 233.) 


(1) “There is a group of extremely com- 
plicated tumors occurring in the facial region 
which contain elements from both epi and 
mesoblast in most intimate relation to each 
other. 

(2) “The complicated structure of the 
stroma, containing as it does elements such as 
embryonic connective tissue, cartilage, bone, 
fat and lymphoid tissue and very rarely stri- 
ated muscle, is explained most easily by the 
assumption of an embryonic misplacement of 
mesoblast. 

(3) “The structure of the parenchyma is so 
slightly characteristic in morphology that its 
epithelial nature in all cases can only be con- 
sidered as probable; yet in about 34 per cent. 
of the tumors examined the presence of epithe- 
lium is undoubted. The form and relation- 
ship of cells of the parenchyma do not furnish 
sufficient data to justify these cells being re- 
garded as of endothelial origin. 

(4) “The theory of early embryonic dis- 
placement of epiblastic tissue during the pro- 
cess of formation of the parotid and sub- 
maxillary glands and the branchial arches may 
account for many morphological peculiarities 
of the cells of these tumors, especially the lack 
of many typical features which we associate 
with epithelium. The same conditions may be 
seen in the epithelial cells of the congenital 
moles in which the epithelium is with difficulty 
distinguished from connective tissue cells ow- 
ing to its close connection with the stroma of 


_ the tumors and its undifferentiated type. 


(5) “The mixed tumors of the salivary 
glands run a clinical course strikingly different 
from the sarcomata and carcinomata in that 
they are slow growing and generally benign. 
The regional lymph nodes are net invaded and 
recurrences are likely to remain local in a con- 
siderable proportion of the cases. 
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Diagnosis——To avoid serious error in diag- 
nosis one has only to remember the ordinary 
inflammatory reactions. to which the parotid 
gland is prone. The history of the swelling 
will furnish sufficient evidence of its clinical 
character. The writer recalls a memorable 
case of suppuration in the parotid which was 
traceable to the lodgment of a fragment of a 
chestnut hull eight months before. 

Clinical Progress—Slow growth character- 
izes tumors of the parotid. Three of my cases 
had dated back more than a year when they 
came to operation. C. O. Weber’s cases were 
more than a year’s duration when operation 
was sought. Four of my cases showed ulcera- 
tion through the cuticle, which seems to be a 
characteristic of the disease. In none of my 
cases was there extensive involvement of ad- 
jacent lymphatic glands. Neither was there 
present the familiar scene of cancerous cath- 
exia. 


REPORT OF PERSONAL CASES. 


1. Mr. P., zt. 78 years. Had always been 
a strong, healthy man (a farmer). Was seen 
in February, 1907, complaining of painful 
swelling of parotid. A portion of growth was 
excised under cocaine for diagnostic purposes. 
Report of pathologist was carcinoma. Opera- 
tion advised and accepted. 

Operation.—Ligation of common carotid. 
Removal of growth by wide excision. Wound 
healed by first intention and up to the present 
writing there has been no recurrence of 
growth. But there is pronounced facial par- 
alysis. 


2. Mr. J., et. 64 years. Seen through the 
courtesy of Dr. J. R. Pryor. Presented an ul- 
cerating swelling over the site of the parotid. 
Operation June 17, 1906. Recurrence. Op- 
erated second time September 4, 1906, with li- 
gation of common carotid artery of same side. 
Apparently cured. 

Recurrence and operated the third time De- 
cember 9, 1907. The ulceration now extended 


into the middle ear. The external growth re- 
moved by Paquelin cautery. Erysipelas de- 
veloped January 8, 1908, and continued three 
weeks. This caused the granulating surface 
to heal rapidly. Healing progressed to mar- 
gin of external auditory canal and ulceration 
again extended over surface as large as a dol- 
lar and discharge from auditory canal began. 
This patient is in very good nutrition now, but 
there is undoubted involvement of the middle 
ear. 


3. J. B., aged 77. Referred by Dr. Pryor. 
Ulcerating tumor of parotid. First operation 
March 23, 1907; second operation June 23, 
1907. The latter time ligation of common car- 
otid was performed. Complete recovery up to 
present time. 


4. M. H., et. 71. First operation by Dr. 
Butler in May, 1907. Was operated upon by 
writer December 9, 1907. 

This case was the worst of the group. UI- 
ceration had destroyed the whole external ear 
and excavated most of the gland and covered 
a surface from the angle of the jaw to the 
outer canthus and back over the mastoid. 

First step of-operation was ligation of com- 
mon carotid; then with Paquelin cautery the 
involved area was removed down to the bone. 
The man had erysipelas January 4, 1908, 
which continued three weeks with apparently 
beneficial results. 

A personal note from Dr. Pryor, who sent 
me the case, records that in June, 1908, the 
surface has almost healed, but slight nodule 
appears at the upper and post nodule of the 
wound. 

This patient succumbed in October, 1908, to 
the effects of the cancer, 


5. J. S., aged 66. Referred by Dr. Pryor. 
Ulcerating tumor of parotid. Ligation of com- 
mon carotid, excision of tumor with prompt 
recovery. 

The only feature of technique worthy of 
note in connection with this series is that of 
ligation of the common carotid. We have 
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here presented five instances of carotid liga- 
tion in old people without any untoward symp- 
tom or sign of disturbance. 

I was taught by operating on these five cases 
the value of the near sitting posture as an aid 
to the control of hemorrhage. Also I learned 
the ease and rapidity and security attendant 
upon the removal of growths in the neck re- 
gion after ligation of the common carotid. 

The group of personal cases herein reported 
shows recovery of 3 cases, or 60 per cent.; 20 
per cent. not cured, and 20 per cent. still alive, 
but re-establishment of the growth. 
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REPORT OF A CASE OF URETHRAL TRANSPLANTATION.* 


BY J. D. S. DAVIS, M.D., BIRMINGHAM, ALA. 


On May the 6th, 1907, I made a preliminary 
report on the operation for transplanting a 
section of calf’s urethra (four inches) be- 
fore the Jefferson County Medical Society, 
of Birmingham. 

I am now making a final report of the case, 
as the patient has gotten entirely well. 

In January, 1907, Wm. Harden( colored), 
of Epes, Alabama, was brought to my clinic, 
at Hillman Hospital, suffering from a slough- 
ing scrotum and perineum, prostatic obstruc- 
tion, cystitis and over distention of bladder. 
The man was almost pulseless from the pros- 
tration, due to infection, and repeated hemor- 
rhages which followed catherization efforts. 

My assistant, Dr. E. P. Hogan, who was 
unable to catheterize him, tapped his bladder 
with a trocar and removed a large slough- 
ing mass of scrotal and perineal tissue, in- 
cluding the membranous and the first part 
of the pendulous urethra, leaving both tes- 
ticles bare. Capillary hemorrhages were 
severe, and could not be controlled by hot 
sponge packs. A dry perineal pack was ap- 
plied and fastened by means of a T bandage, 
which, in time, controlled the oozing. He 
was at this time so near dead that I felt that 
there was no hope for his life. 

His limbs were elevated and bandaged. 
Large doses of adrenalin in saline solution was 
given frequently—every second hour. Two 
grain doses of spartein sulphate was given 
every second hour. One-fifteenth grain 
strychnine was administered at once and one- 
thirtieth grain thereafter with every second 
dose of spartein. Blood transfusion was in- 
dicated, and I desired much to give him the 


advantage of a transfusion, but a doner could 
not be had. 

The perineal pack could not be removed 
for seventy-two hours without return of the 
distressing capillary hemorrhage. The patient 
gradually improved. The epicystic opening 
was allowed to close, as the patient could 
pretty well empty the bladder through the 
multiple fistulae. 

Fifteen days later the patient began to 
suffer so much with his bladder that I did 
an epicystotomy without an anaesthetic and 
passed a catheter through the prostatic urethra 
end from the bladder, but could not bring the 
end out until I had cut through the dense 
cicatrix stretched over the projecting catheter. 
The prostatic urethra was then dilated suffi- — 
ciently to admit a (No. 40 French) sound. 

A syphon drainage was kept in bladder 
through suprapubic opening for a few days, 
and the bladder irrigated three times daily 
with boric acid solution. Rapid improvement 
soon began, and April 1, 1907, he was given 
an anaesthetic for the purpose of dissecting 
out the dense cicatrix, raising lateral skin flaps 
to cover the testicles and repairing his urethra 
by transplanting a section of a calf’s urethra. 

A young calf was killed by my butchers at 
4 o’clock in the morning, and its entire ure- 
thra and bladder were dissected out and put 
in cold normal salt solution and sent to the 
hospital to be used at 8:30 o'clock. I was 
detained in an important emergency case and 
did not reach the hospital until my regular 
clinic hour—2 o’clock p.m.—ten hours after 
the calf was killed. The calf’s bladder con- 
tained about eight ounces of urine, when at 


*Read before Southern Surgical and Gynecological Association, in St. Louis, December 15, 1908. 
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2 o'clock p.m. I received it for removing a 
four-inch segment for transplanting. 

I sent two of my internes, Harris and La- 
nier, to make the dissection from the calf 
under sterile precautions, but they did not 
reach the slaughter house before the butcher 
had removed the specimen. 

Just before the patient was etherized I 
dissected out four inches of the bladder end 
of the urethra, stripped it of all muscular 
covering to the spongiosum, and dropped it in 
a basin containing cold sterile normal salt 
water. 

When I had the field ready I passed a rigid 
rubber catheter (No. 30-F) through the 
pendulous urethra; through the four inches 
of the calf’s urethra, and then through the 
prostatic urethra into the bladder. The tip 
of the bladder end of the catheter was caught 
with forceps and brought out through the 
suprapubic opening sufficiently to permit a 
suture of worm gut to be passed through it 
and attached to cutaneous margin of supra- 
pubic opening in such a way as to allow the 
end of the catheter to rest in the bladder 
anchored to the skin. The bladder was again 
irrigated with a warm, normal salt solution, 
and a suprapubic syphon drainage tube was 
placed in the bladder. The transplanted 
urethra was attached first by four interrupted 
No. 3 chromicized catgut sutures to the pro- 
static urethra. The distal end was in the 
same manner attached to the pendulous ure- 
thra. The transplanted urethra was covered 


by the skin that had been dissected out in 
such a manner as to permit covering the 
urethra and the testicles. The wound was 
dressed with sterilved gauze and cotton 
moistened with sublimeat solution 1 :4000. 


The bladder was irrigated daily through 
suprapubic incision, and the dressing over 
perineal wound changed daily. The catheter 
was removed by accident on the fifth day, and 
I had considerable difficulty in getting it back 
into the bladder. As the result of this acci- 
dent, in part at least, a fistula resulted at the 
pendulous or distal approximation. __ 


On the tenth day the catheter was removed. 
The suprapubic syphon drainage was dis- 
carded on this date, and a No. 20 (F) sound 
was then passed. The sound was used daily for 
five times and then every second day for six 
times. 


Twenty-one days after the operation I made 
an unsuccessful effort to repair or close the 
fistula at pendulous juncture. At the same 
time I removed a small segment for exami- 
antion. Dr. McLester made the histologic 
examination of the resected segment of ure- 
thra and found no changes. 


Though the technique was somewhat faulty, 
the immediate and remote results have been 
satisfactory. 


Dr. Cook, who sent the patient to my clinic 
and has seen him constantly, told me last week 
that the man was entirely well, the fistula 
having closed over a year ago. 
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OBSERVATIONS ON SURGICAL TREATMENT OF EXOPTHALMIC GOITER.* 


BY JOHN R. WATHEN, A. B. M.D., LOUISVILLE, KY. 


It is with some hesitation that one presents the search for new physiological data, but we 


ie a paper upon the surgical aspect of Graves’ should be especially careful in accepting the 
disease before this society, several of whose conclusions of some who are giving us new 
the development of our knowledge of the and not necessarily applicable to the human 


Hs surgery of the thyroid gland. Nevertheless, body. Likewise the isolated and unfortunate 
iN there are some facts which we have had occa- experience of one or more clinicians should 
i sion to observe in our own work and in the _ fail to be accepted as proven conclusions. 
HH work of others which I would draw to While we realize that a good percentage of 
your attention. In the past few years many cases of Graves’ disease will recover with or 
1 new ideas have been evolved, and the collected without any treatment whatsoever, we still are 
ai: data from clinical observations can now be forced to acknowledge that surgery is the best 
studied to an advantage. and most permanent cure, in that it removes 
The immense amount of attention given to the organ producing the toxicoasis and breaks 
the parathyroids has caused most surgeons to the pathologic chain of this disease. 


I: members have played a most active part in facts occurring in the physiology of animals, 


4 fear their injury in almost any operation in It is to be hoped that Beebe’s serum will 
4 the neck. While we are all forced to acknowl- some day be perfected and produce more posi- 
lt edge that tetany has been produced by the tive results, but at present it is said to be 
i removal of the parathyroids in the dog, and _ difficult to prepare and by no means uniform. 
4 has even followed operations upon the thyroid Some harm has resulted from its premature 


gland in the human, it is also a strange fact announcement, as in my own locality many 
that many who have done a very large number __ physicians have been waiting for it to be placed 
of thyroidectomies have never had a case of on the market as a specific for this disease, 


ty tetany to develop. and have refused to refer their cases for sur- 
| i Is it that the technique of some has been at gical treatment except only as a last resort. 
tt fault, and that the injury to or the cutting off At present there exists much diversity of 
" of the blood supply to the parathyroids has opinion as to the etiology, the pathology and 
if been the cause? Or is it, as has been sug- the physiology of this disease, and the only 
it gested, possibly due to other conditions quite points we seem to have come to—at least a 
H}, independent of these structures in the neck? partial if not universal agreement upon—are 


Attention has been called by Mayo to the the symptoms, the diagnosis and the treat- 
necessity of preserving the capsule of the ment, and fortunately these latter are the most 
gland, and yet when this has been most care- important from the standpoint of the patient 


| 

ii fully carried out, one or more parathyroid and the physician. If the proper care has 
Hy glands are occasionally found embedded in the been used in the preparation of our patients 
HE structures of the tumor removed, and yet no for operation, and those cases which are neces- 
it harm has resulted. sarily fatal excluded, the mortality would be 
ty It is not the purpose of this paper to decry exceedingly low. 


laboratory experiments upon lower animaly in The Kochers have demonstrated that a pre- 


*Read before the Southern Surgical and Gynecological Association, in St. Louis, Dec., 1908. 
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liminary ligation of the superior thyroid artery 
on one or both sides has not only better pre- 
pared the patient to withstand the more severe 
shock of thyroidectomy, but has also greatly 
reduced the size of the tumor in the otherwise 
hopeless cases, and we have had occasion to 


employ to great advantage this method in sev-. 


eral of our worst cases. 


To Crile we are greatly indebted for the 
suggestion regarding the psychic factor in 
these worst cases of Graves’ disease. The 
operator is justified in telling his patient that 
the first operation to be done is only a very 
slight one, and that the real operation will be 
performed later, and that this first step is 
only preliminary. Of course the friends of 
the patient should be properly informed of the 
gravity of the procedure. 


One of our patients upon whom I had done 
a thyroidectomy asked, on the day of dismissal 
from the hospital, when I expected to do the 
final operation, thus showing that she had not 
in any way appreciated the gravity of her con- 
dition until all was entirely well. 


In the preparation of the patient for opera- 
tion we have tried almost every remedy usually 
recommended to reduce the pulse and better 
the condition, but none has yielded such good 
results as absolute rest in bed and tincture of 
strophantus. I have seen cases which entered 
our hospital with a pulse of 180 and over in 
one week or over reduced to below 90. These 
cases have, in the writer’s limited experience 
of twenty-six operations for Graves’ disease, 
yielded good results. It is that class of cases 
where no preliminary treatment seems to be 
able to make such temporary reduction which 
seems to be especially dangerous. These 
usually have an irregular pulse, a degenerated 
heart muscle, low blood pressure in distinction 
to the majority, which have often a very much 
increased blood pressure, albumen in the urine, 
or enlargement and fatty degeneration of the 
liver. Blood examinations, as so strongly 
advocated by the Kochers, have not given 
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much satisfaction or aided in determining the 
progress of our cases. 

Some operators have suggested the ligation 
of the inferior thyroid artery or several of the 
large veins to produce by this latter method 
a passive hyperemia. These procedures are 
extremely difficult to properly perform, and 
would probably cause as much shock as a 
complete and rapid enucleation of the enlarged 
lobe. 

Aside from the proper selection and prepa- 
ration of the case, the most important thing 
which concerns us is a rapid and safe tech- 
nique, suitable to the average surgeon, and not 
a variety of complicated methods. While this 
is a field of work which is not likely to be 
invaded by the occasional operator, it is never- 
theless an operation which should not be 
dreaded by a surgeon with a fair experience, 
and should yield results to be compared with 
other of the newer surgical fields. 


The technique employed in my last fifteen 
cases has been a slight departure from that 
usually recommended. If the tumor is of the 
usual symmetrical shape the collar incision of 
Kocher is made, but when it seems to be much 
more on one side and extends high up a longi- 
tudinal incision to the inner side of and parallel 
to the stemo-mastoid muscle is made to allow 
a better access to the arteries which are situ- 
ated at the two extremes of the tumor. 

With the head elevated, in the reverse Tren- 
delenburg position, and a large sand pillow 
under the shoulders and neck, the skin is 
grasped with two pairs of Jacobs’ vulcella 
forceps in the median line and traction made 
upwards. With Mayo’s blunt-pointed scissors 
instead of a knife the skin and platisma muscle 
are incised, then with constant upward traction 
the incision is continued around the neck as 
far as is needed, using the scissors without in 
any way injuring the deeper structures. 


Aside from the greater rapidity, this method 
causes less hemorrhage in the superficial parts. 
Next is ligated the anterior veins and the rib- 
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bon muscles of the neck severed high up and 
retracted, then the capsule opened and the 
tumor grasped with a stout pair of large vul- 
cella forceps, and traction made in an upward 
and opposite direction. This readily allows 
the operator to wipe off the capsule of the 
gland with a piece of gauze, and places the 
arteries and the veins to be ligated on the 
stretch. Forceps should always be used to 
clamp rapidly, and these can be placed close 
upon the tumor and ligated later with catgut 
after the complete enucleation. The isthmus 
is clamped with a large pair of forceps -and 
cut V-shaped, parallel with the clamp, so the 
raw edges can be turned inward by whipping 
over with catgut, instead of the usual method 
of carbolic acid cautery and alcohol, or Har- 
rington’s solution. 

The wound is washed out with hot saline 
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solution and closed with a sub-cuticular catgut 
suture. If the ribbon muscles of the neck are 
large and well preserved, they should be 
sutured tegether; otherwise, if they are thin 
or the patient is not standing the operation 
well, they can be neglected, as they were in 
some of our own cases with no noticeable 
effect. Drainage through a lower stab wound 
with large, open rubber tube instead of gauze 
or a cigarette drain completes the operation. 

Following operations for Graves’ disease it 
has been remarkable how rapidly the pulse 
was restored to normal, and how kindly the 
wounds healed with little resultant scar. 
There has been no class of cases of a serious 
nature in other fields of surgery which has 
yielded in our work the large percentage of 
excellent results as the surgical treatment of 
exopthalmic goiter. 
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*SOME RARE FORMS OF HEMATOMA.* 


BY J. GARLAND SHERRILL, A.M., M.D., LOUISVILLE, KY. 


Our attention has been attracted recently by 
three cases of hematoma which continued for 
a much longer period than is usual in such 
condition, presented some difficulty in diag- 
nosis and gave no clear explanation for their 
persistence except perhaps in one, where the 
patient was a bleeder. 

In the literature on the subject we find an 
abundant amount of material upon hematomata 
in the pelvis and about the genitalia, but a 
great paucity of reports of cases in other por- 
tions of the body similar to the ones we re- 
port. We can account for this apparent lack 
of interest either because of the frequency of 
occurrence of hematoma, such cases have been 
passed over with little attention, or from the 
real infrequency of occurrence of cases of long 
standing. Or, again, the difficulty of correctly 
explaining their pathology may have deterred 
any one from taking up their investigation. 

It seems to us that such cases afford some 
food for study in the hope of determining, if 
possible, the reason for their slow but steady 
development and their failure to follow the 
usual. course of blood effusions. In order to 
determine these points we must call attention 
to the changes which usually follow a trau- 
matism with the extravasation of blood in such 
an amount as to produce an hematoma. Hem- 
orrhage will usually cease in a short time if 
the vessel be not of too great size, partly from 
the result of pressure against the surrounding 
tissues, partly from retraction and contraction 
of the vessel walls, and finally from the inher- 
ent power of coagulation of the blood. The 
fluid portion of this clot is normally absorbed 
in the course of a short time, then the cor- 
puscular elements undergo degenerative 
change, a portion being absorbed and the resi- 
due remaining as pigment or hematoidin. In 


the presence of infection resorption of the clot 
does not occur, but disintegrates and forms 
pus. In certain portions of the body, as in the 
serous cavities, neither of these courses ob- 
tain, but the blood remains fluid indefinitely. 
The exact cause of this fluidity has not been 
positively established, but it is supposed that 
the endothelium of these sacs contain or se- 
crete a substance capable of preventing coagu- 
lation, and that these cells perhaps have a 
property similar to that ascribed by some to 
the endothelium lining the blood vessels. 

Subsequent to the absorption of the clot 
other changes may occur in its locality result- 
ing in the formation of a fibroid or other form 
of neoplasm. A. Hoffman, in 1895, remarks 
that fibroma as well as other neoplasms of the 
abdominal wall are usually traced to some 
form of injury in which bloody effusion has 
taken place, and describes among tumors of 
this class a case of hematoma which had ex- 
isted for seven years, as follows: 

“Mrs. S., 63 years, came under treatment 
for gastric catarrh. On percussion of the epi- 
gastric region an unusual dull resistance was 
detected beginning from the lower border of 
the liver and extending downwards. Close 
inspection of the abdomen showed a flat arch- 
ing to the right of the umbilicus extending up- 
wards and gradually fading laterally. The tu- 
mor was distinctly limited to the linea alba. 
Bimanual examination showed its dimensions 
to be 7-8 cm. by 10 cm. As the abdomen was 
very flabby through previous five pregnancies 
it was easy to grasp the tumor within the pal- 
pating fingers. 

“The history was that she felt a sudden, 


‘stabbing pain on the right, about 7 years ago, 


whilst threshing, as if something had burst 
within the abdomen, and upon feeling the part 
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she noticed a swelling about the size of a 
pigeon’s egg. 

“The entire character of the growth points 
to a fibroma having its origin in the right 
sheath of the rectus muscle, superinduced by 
the original hematoma.” 


W. W. Van Arsdale reports an ossifying 
hematoma (Annals of Surgery, 1893, Vol. 
XVIII) which developed within six and one- 
half weeks after injury to the muscles of the 
arm. Dissection to the bone between the bi- 
ceps and the brachialis anticus exposed a mass 
of apparently solid bone, continuous with the 
humerus, about 9 centimetres in length, and 3 
centimetres broad and high. This bony mass 
had taken the place of the intra-muscular liga- 
ment or septum, and had invaded the origin 
of the brachialis anticus, so that the fibres of 
the muscle adhered directly to the new growth, 
and it was consequently difficult to say where 
the muscle ended and the bone began. The 
periosteum could not be lifted off from the tu- 
mor with the muscles attached, but appeared 
continuous with it; nor was it possible to say 
where the periosteum ended and the bone com- 
menced. The chisel entered with some diffi- 
culty through the ossified external coat of the 
tumor, where was nearly 1% centimetres in 
thickness, into a cavity; and this appeared 
filled with partly coagulated blood of a dark 
brown color; at the bottom of this cavity the 
bone was porous and bled on being scraped.” 
He says, “It is true, and I am fully aware of 
the fact, that the handbooks of surgical path- 
ology do not teach that a hemorrhage of the 
kind here reviewed can ossify,” although Hein- 
ecke says: “Large encapsulated extravasa- 
sations beneath the periosteum of a bone still 
growing, may become enveloped with a bony 
capsule, as in the newly born.” 


Hennig (Monatsch. f. prakt., Thierheilk, 
Berl., 1899, 00, XI, 481), in an article upon 
“Hematoma in the Horse,” quotes freely from 
a number of authors in explanation of the 
pathology of this condition: 
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“According to Billroth and V. Winiwarter, 
hematoma is caused by kicks or blows. The 
rupture which follows this crushing extends 
not only to the blood-vessels, but also to the 
lymphatics. There will be then a collection of 
blood and lymph in the tissues. The more 
vascular the parts involved and the greater the 
force of injury, the greater will be the extra- 
vasation, especially where a larger artery or 
vein is involved. 

“Gussenbauer agrees with the above and 
thinks that these extravasations are really a 
mixture of blood and lymph, as there is sep- 
aration of continuity in both blood and lymph 
vessels, necessarily followed by outpour of the 
contents of each. 

“La Motte and Pelletan hold that these ex- 
travasations are a form of serum and com- 
pare the process to that of allowing blood to 
form a coagulum when placed in a vessel. 

“Velpeau is of the opinion that the sub- 
cutaneous tissue is injured in such a manner 
that a collection of serum takes place between 
the aponeurosis and the general wall and com- 
pares it to a serous cyst. 

“Morel-Lavallee treating on this subject, 
says that the tearing of small vessels and cap- 
illaries permit only the passage of the fluid 
components of the blood from the crushed 
ends. The oozing thus taking place, like in any 
other wound, consists mainly of a collection 
of the red blood serum. 

“Hertwig states that the tissues involved 
when a trauma is inflicted offer a certain 
amount of resistance by tension, which causes 
a weakening and as a consequence blood or 
blood serum trickles through the vessel-walls 
or the lymphatics into the surrounding tissues. 

“Semmer says hematoma occurs after injury 
of the blood vessels in parenchymatous organs. 
or in the solid membranes. The blood is at 
first liquid, but later on coagulates. After 
breaking down and resorption of the blood 
which has been poured out, the hematoma dis- 
appears entirely, or it leaves a cyst filled with 
serous fluid, or a pigmented cicatrix. 
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“Hoffman describes two cases which he con- 
siders to be lymph extravasations. In the first 
case he made an exploratory puncture on the 
second day. <A bright red, watery fluid es- 
caped and upon enlarging the opening with a 
lancet, from 1% to 2 litres of the same fluid 
followed. This became purulent in a few days. 
The second case was one of tumor at the outer 
surface of the right thigh, with its largest di- 
mensions over the glutei muscles. The same 
results followed its incision. 

“Frohner denies the occurrence of lymph 
extravasates and says that fluctuating tumors 
resulting from traumatism are true hemato- 
mata. He points to the fact that the crepita- 
tion which is noticed at times upon palpation 
is due to the coagulated blood within the tu- 
mor.” 


The following hypotheses may be offered as 
possibilities in explanation of this condition: 


1. That the blood might flow through a sac 
returning into the vessel, and remain fluid at 
least in part, just as is the case in aneurysm. 

This proposition would seem to be fallacious 
because these hemorrhages are probably ven- 
ous, and the tendency of a vein is to collapse 
immediately upon injury, and, moreover, no 
such patent vein has been noted in any of 
these cases. 

2. That the cellular tissues possess the 
power of secreting a substance which tends to 
prevent coagulation. 

This seems clearly refuted because the in- 
frequency of the occurrence of persistent hem- 
atoma would appear to prove the lack of such 
power of secretion. 

3. That slight infection, present in insuffi- 
cient amount to produce suppuration, results in 
such change that the blood cannot be taken up 
by the absorbent vessels. 

This theory seems to us to be irreconcilable 
to the facts in the case, for effused blood has 
but little power of resistance, and any culture 
of bacteria should find here an excellent pabu- 
lum, and suppuration would be inevitable. 
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4. That the tissues about an hematoma 
might be so dense or so compressed that the 
absorbent vessels would be occluded or oblit- 
erated, thus preventing the accomplishment of 
their normal functions. 

This proposition seems to us to have a more 
probable foundation in fact, although not ac- 
counting fully for the phenomena. 

5. That coagulation does take place, but 
when disintegration occurs the blood remains 
fluid but not absorbable. 

This contention seems also within the range 
of probability. 

6. That the constant escape of fresh blood 
occurs in a quantity sufficient to more than 
make up for the loss in volume from absorp- 
tion. 

In proof of this we believe that it can be 
demonstrated that the escape of fluid into an 
hematoma does occur as is shown in my cases, 
in which the tumor increased in size steadily. 
In one the bleeding occurred from a wounded 
vessel in the femur; in another the source of 
the blood could not be discovered, but we 
thought it came from a small vein. 

There is also the possibility of blood being 
manufactured inside the sac, as in the case of 
the development of the circulatory apparatus 
in the embryo, although to us it seems highly 
improbable that this could occur in adult life. 


We conclude, therefore, from the evidence 
at hand that the tissues about an hematoma, 
from pressure lose their power of absorption ; 
that even though coagulation and disintegra- 
tion do occur resorption does not result, and 
that in some instances at least there is a con- 
tinual addition to the amount of blood in the 
sac by an outflux from the damaged vessel. 

In this connection we will report three cases, 
which, while not identical in their clinical 
course, present some symptoms in common: 


Case No. 1. Frank R., white, 38 years; sa- 
loonkeeper and ex-baseball player. Was re- 
ferred to us in 1902, at which time he pre- 
sented a large growth over the right hip which 
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was increasing steadily in size. The trouble 
began ten years previously, and appeared as a 
small nodule which his attendant thought to 
be a fatty growth, but which the patient at- 
tributed to a bruise while hunting. He claimed 
that this injury was received in sliding over 
the rail fences. He refused operation at this 
time. 

He was seen again in January, 1904. The 
growth at this visit was considerably larger 
than when I saw him before, and was 28 inch- 
es in circumference; 10 inches in length, and 
7 inches in width. It was painless and quite 
firm, but elastic and not very hard. It 
creaked slightly when moved under the hand, 
and seemed to spring from the deep fascia 
covering the muscles in the gluteal region. It 
lay over the hip joint, but was not attached 
to the trochanter. Large venous trunks were 
seen ramifying over its surface, and all the 
veins of that limb were markedly varicosed. 
It did not move freely, although there was no 


Case No. 1—~Hematoma-—rear view, 


Case No. 1—-Hematoma-—side view. 


infiltration beyond its capsule and no glandu- 
lar involvement. From the firmness of the 
tumor there was but little suspicion of its con- 
dition being a cyst. The diagnosis of a prob- 
able benign growth of fibrous tissue type was 
made. Sarcoma was excluded by the length 
of time which the condition had existed, al- 
though its appearance and vascularity made 
it very closely resemble one. The patient's 
health was not at all impaired. 

In January, 1905, the growth was consid- 
erably larger, but not less movable than be- 
fore. It was then 32 inches in circumference; 
14 inches long, and also 14 inches across from 
base to base and 8 inches across superficially. 

It was removed on January 18, 1905, and 
was found to be composed of a rather thick 
fibrous tissue wall, the inner surface of which 
was quite smooth, the cavity containing a large 
quantity of fluid blood somewhat changed in 
color. There was no marked evidence of 
clotting, although there was some brownish 
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deposit along its wall. The microscopic ex- 
amination showed the condition to be one of 
simple hematoma, and Dr. John E. Hays, who 
made the examination, reports as follows: 


Macroscopical Findings.—“This tumor con- 
tained numerous cysts or cavities filled with 
blood and fibrin. Across the cavities—the 
larger ones—extended firm bands with 
smooth, glistening surfaces. All the cavities 
examined seemed to communicate. The wall 
of the tumor was very irregular in thickness. 


Microscopic Findings—“The wall of the 
tumor consisted of rather dense white fibrous 
connective tissue, well formed and showing no 
signs of cellular activity. The bundles of 
fibres were separated by an infiltration of 
blood cells, sometimes only a single row of 
cells separating the fibres; then again there 
would be a larger number giving the appear- 
ance of small cysts. The inner surface of the 
walls was covered by layers of fibrin, but 
nowhere could an epithelial or endothelial lin- 
ing be made out. 

The bands or trabeculze had the same struc- 
ture as the wall. 


Case No. 2. Mrs. H. W., white, 50 years; 
April 2, 1907. History of having given birth 
to nine children; always remained well until 
january, 1907, when she noticed a mass in the 
abdomen. Some time previously in carrying a 
tub of ice she had fallen with the tub on top 
of her. Had suffered some from the bruising, 
but was not seriously inconvenienced by it. 
The mass in the abdomen had increased in 
size rapidly since she first noticed it, and at 
this time was larger than a man’s head. She 
was a very fleshy woman, and her weight had 
remained stationary. She had suffered some 


pain in the region of this growth but had no 


serious discomfort, although she was somewhat 
worried as to the outcome of the condition. 
Examination revealed the abdomen to be 
quite prominent, near the umbilicus and on the 
left side. A palpable mass presented in or 


adherent to the abdominal wall, extending well 
to the left of the median line, and also slightly 
to its right. It was separable from deep struc- 
tures, but not from the skin, and was dull on 
percussion surrounded by tympany at the 
edges. It was not fluctuant and there was no 
palpable mass in the pelvis. 

A positive diagnosis was not made. Hema- 
toma, sarcoma, and cyst of the urachus were 
considered to be among the probabilities. 
Urinalysis: Specific gravity, 1008; no albu- 
men; no casts; no sugar. Blood examination 
showed number of leucocytes to be 7500; red 
corpuscles, 5,000,000 ; hemaglobin, 70 per cent. 

She was a dangerous anesthetic risk owing 
to an irregular and intermittent heart, but the 
operation was safely performed under gas- 
ether anesthesia, although she gave the anes- 
thetist considerable annoyance and alarm. 
The condition proved to be an hematoma of 
the rectus sheath containing partly fluid and 
partly clotted blood. The cavity was packed 
with gauze for a few days, and the convales- 
cence was uninterrupted. 


_Case No. 3. Robert K., white, 15 years. 
This boy was seen on the 7th of August, 1908, 
with Dr. T. E. Chapman. He presented a his- 
tory of an injury to the left thigh some two 
or three weeks previously. I found a slight 
swelling on the outer and anterior aspect of 
the thigh, which we considered to be an hema- 
toma resulting from the injury to the limb. 
Advised the usual measures for its treatment. 

He came to us again on October 5, 1908, 
having been seen by a number of other physi- 
cians, some of whom had made the diagnosis 
of sarcoma. They had arrived at this con- 
clusion after aspirating the tumor and obtain- 
ing only a little blood, and an X-ray examina- 
tion having failed to show any evidence of dis- 
ease of the bone. A very small incision had 
also been made into the tumor down to the 
bone, which was reported to me as having dis- 
closed only that the bone was slightly damaged. 

The tumor upon his thigh had increased 
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somewhat in size since I last saw him. I 
found on examination the mass to be at this 
time about the size of an orange, apparently 
not intimately connected with the bone, but to 
be attached to the deep muscles and apparently 
moving with the soft parts over the bone. No 
fluctuation could be clearly made out, although 
it seemed to be cystic. The incision which had 
been made was not yet quite healed. The sus- 
picion of sarcoma was so strong that I pre- 
pared to have a frozen section examined if it 
proved to be a tumor, although I still: believed 
that it was an hematoma, basing my opinion 
largely upon my former examination and the 
history obtained at that time. 

Operation October 7, 1908, revealed the con- 
dition to be an hematoma. After the clots 
were removed we found a bare spot on the 
bone about the size of a nickel, from which the 
blood was oozing. Careful examination re- 
vealed several spicula of bone, as the result, 
evidently, of contusion at the time of the in- 
jury, which caused an incomplete fracture. 
The bone bled more freely than is usual; oth- 
erwise the condition was satisfactory. The 
persistent hemorrhage was controlled by gauze 
packing and the wound closed. 

On October 10, 1908, the gauze pack was 
removed and apparently no hemorrhage was 
excited at the time, but during the night fol- 
lowing a persistent oozing occurred and the 
sac was again filled with blood. This was again 
removed under chloroform on the day follow- 
ing, and the wound again packed very care- 
fully. On close questioning this boy was found 
to be a bleeder, having had a number of at- 
tacks of severe hemorrhage from very slight 
traumatisms, and this undoubtedly in part -ac- 
counted for the persistence of the blood tumor. 
Subsequently he made rapid progress to re- 
covery. 


We have also seen several cases of blood 
cysts in the neighborhood especially of the 
knee joint, which we considered as hemor- 
rhages into bursal sacs near the joint, but 
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which we did not consider as belonging in the 
class of cases here recorded, although in the 
literature upon this subject we have found 
mention of such cases. 

The following cases have been collected 
from the literature, which, as we have stated 
before, is not very voluminous on this sub- 
ject: 


Nagel, L., Zeitschr. f. Wundarzt, u. Go- 
burtsh, 1866-67, XIX, 180. 


1. Boy, 6 years, had a small blood cyst, size 
of a small hen’s egg in the right inguinal re- 
gion, for which there was no assignable cause, 
which became inflamed and painful. As it 
showed some fluctuation it was lanced. No 
pus followed, only blood, resulting in collapse 
of the cyst. Length of existence not stated. 


2. Man, 50 years, had a tumor on the ante- 
rior aspect of the knee, fluctuating, but not 
inflamed or painful, and was brought on by 
kneeling, his occupation being that of a mason. 
On opening the same the quantity of blood was 
so great he became faint and compresses had 
to be applied to check the remaining collec- 
tion. No further history given except that he 
was dismissed from the hospital on the ninth 
day. 


Auvard, Bull. Soc. Clin., Par. 1861, V. 98. 


Case of man, 52 years, with hematoma of 
right arm, size of two fists, situated at the 
antero-exterior surface. He first noticed a 
small swelling, 5-6 cm., about a year ago, ap- 
pearing without appreciable cause. No pain 
or inflammation, but a weakening of the entire 
arm for which he came under treatment. Gen- 
eral health good. The tumor shows fluctua- 
tion in all parts. He gave a history of spit- 


ting blood when 9 years old; typhoid fever 


without hemorrhages at 25, and passage of 
blood per anum at 30, but denies hemorrhoids. 
The author calls this a case of “spontaneous” 
hematoma, as there is no traumatism connect- 
ed with the history. He removed the cyst. 
Recovery. 
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Combeleran. Toulouse Medical, 1905, VII, 
78. 

Reports two cases of hematoma with fever. 
The first, man, about 40 years, fell down and 
struck the outer surface of the right thigh. 
Was able to walk for four days after the acci- 
dent, when he was seized with violent pain in 
the part accompanied by swelling of both thigh 
and knee. The pain increasing he entered hos- 
pital two days later. No signs of fracture 
could be detected, but some effusion into the 
knee-joint. For three days the temperature 
oscillated between 37 degrees and 38.8 de- 
grees. On the fourth day it rose to 39.2 de- 


grees. At this time an incision was made over 


the external aspect of the thigh and a large 
quantity of blood was evacuated. Tempera- 
ture, 40 degrees; suppuration of the hema- 
toma; several days of drainage and repeated 
incision eventually led to a cure. 


The second case was in a tabetic subject, 


who in making a false step fractured the left 
femur at the middle part. The day following 
his temperature was 38 degrees, and a volu- 
minous hematoma was detected in the thigh. 
The temperature did not fall for 6 days. No 
further details are given. 


This writer says these two cases are inter- 
esting as experimental and clinical facts show 
that elevation of temperature is not always due 
to infection, but to the resorption of certain 
organic substances. Experiments on animals 
demonstrate that blood, injected into an animal 
of the same or different species, causes a rise 
of temperature, whether done subcutaneously, 
intra-venously or into a serous cavity. Clin- 
ically, the above cases showed fever follow- 
ing immediately the effusion of blood. Opin- 
ions are divided as to the causes of this rise 
of temperature. Some hold that the white 


corpuscles are increased or altered. The same - 


difference of opinion exists as to the causes of 
resorption. Is it the leucin, the fibrin ferment 
or the nuclein ? 


Lemariguier, A., These, Paris, 1886. 


Case 1. Clerk, 54 years, fell down the 
stairs, striking his left thigh, but continued 
his occupation as he was able to move about 
without great inconvenience. Ten days later 
he noticed a swelling the size of a fist, painless, 
except upon strong flexion of the knee, which 
rapidly increased and infiltrated the sub-spo- 
neurotic parts of the lower portion of the 
thigh. Considerable pain and inflammation 
now set in, with spontaneous rupture of the 
sac several days later. Recovery. _ 


Case 2. Leather dresser, 43 years, hema- 
toma of left clavicular region. Seven months 
before, in carrying a heavy load on his shoul- 
der, he suddenly felt a crackling at this site, 
and next day noticed a swelling about the size 
of a nut, without ecchymosis or pain. Within 
the last two months it had attained the size of 
a hen’s egg. 

Diagnosis: Lipoma, cold abscess or hema- 
toma. On incision about 100 grammes of a 
syrupy, chocolate colored fluid was evacuated 
and the walls of the cyst extirpated. Further 
examination revealed its true nature. Suppu- 
ration followed the operation, but recovery 
gradually took place. 


Case 3. Man, 33 years, reported by M. Fol- 
let to the Surgical Society, February 25, 1885, 
that 20 years before in trying to raise himself 
from the floor experienced a sharp pain in left 
buttock. Several weeks later he noticed a 
swelling, size of hen’s egg, which gradually 
increased in size, until it reached that of a 
man’s head. A small ulcer had formed and 
this evacuated a sanguinolent fluid, estimated 
at between 7 and 10 litres. Diagnosis of en- 
cysted hematoma from rupture of the gluteus 
maximus. Operation was, done with great 
difficulty and recovery tedious. 


He says in conclusion: 

1. Traumatic bloody effusions terminate or- 
dinarily by complete resorption. 

2. Resorption is more or less slow and is 
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sometimes favored by the infiltration of the 
blood in the neighboring connective tissue, or 
the accidental rupture of the cyst. 

3. Leucocytes play a considerable role in the 
absorption of the blood. 

4. Hematoma sometimes terminates by ab- 
scess, sometimes by plegmon, diffused or cir- 
cumscribed. 

5. The causes of non-resorption of the blood 
are numerous, especially the seat of the hema- 
toma, such as the buttock, the superior and ex- 
ternal side of the thigh, ete., and in the parts 
having abundant adipose tissue. The amount 
of blood encysted is no obstacle to resorp- 
tion. 


Reverdin. Bull. Soc. Anat., Paris, 1868, 
XLIII, 612. 


Hematoma of right rectus muscle of the ab- 
domen in a woman 39 years. Was admitted to 
hospital September 15, 1868, with pulmonary 
phthisis. On September 29th she felt a sud- 
den pain in the epigastric region, which she 
compared to a blow, and which was greatly in- 
creased on pressure. The skin presented noth- 
ing particular. In the course of a few days it 
disappeared. On November 26, during a fit 
of coughing she was again seized, this time 
with greater intensity than before. Tr. iodine 
was applied with but little relief; in fact, she 
did not respond to any of the remedial meas- 
ures instituted, and .death came to her Decem- 
ber 5. Autopsy showed the muscles of the 
right side of the abdomen infiltrated with 
blood, with inflammation of the muscle tissue 
as demonstrated by microscopic examination. 
He called it a “muscular hematoma.” 


McLeod. The Indian M. Gaz., Calcutta, 
1880, XV. 305. 


Hematoma, or Venous Aneurysm, removed 
from the left axilla of a male, 45 years. About 
two months before admission noticed a small 
swelling, size of a betel nut in his left axilla; 
it was soft, painless, and freely movable. It 
began to increase and in 15 days was as large 


as a hen’s egg. In 1% months it filled the 
axillary space, size of a cocoanut, got tense, 
painful and exerted pressure upon the brachial 
plexus. It bulges downward and the left in- 
fraclavicular and mammary region of the 
chest. Posteriorly it extends as far as the 
axillary border of the left scapula. It is 
bounded above by the clavicle and below by 
the seventh rib. Its longitudinal diameters, 8 
inches, and the transverse is about a foot. 
The whole tumor is uniformly rounded, 
with a broad base; it is fixed to the 
chest wall. The surface of the tumor is 
smooth, the covering healthy and freely 
movable; its consistency soft and _fluctuat- 
ing. There is no throbbing pain, no sur- 
face edema, no increase of temperature, and 
no pulsation; no bruit on auscultation. There 
is slight deficiency of sensation in the upper 
and outer half of the left arm; no edema of 
same and no change in the axillary or brachial 
pulse. The tumor was explored by a fine tro- 
car and canula through which a free flow of 
dark venous blood took place and the swelling 
diagnosed to be a tumor containing blood. 

Operation difficult and patient suffered 
much from shock. Recovery. 

“These blood cysts are exceedingly rare and 
little is mentioned in the literature. It was 
quite certain it had not formed in a pre-ex- 
isting tumor either of a sarcomatous or angio- 
matous nature and it was very unlikely that 
the cyst had originally been of a serous na- 
ture, and had contracted a communication with 
the axillary vein. The history did not throw 
much light on its origin, which was and re- 
mains a mystery.” 


Maunsell, R. C. B., Tr. Roy. Acad. M., 
Ireland, 1899, XVII, 514. on Vascular Tu- 
mors of the Abdominal Wall: 


Case 1. Miss F. K., 22 years, had noticed a 
lump in her left side just below the costal 
margin, but latterly it increased in size and 
caused considerable pain. Examination showed 
an elongated tumor as large as an adult hand. 
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Pressure caused great pain. The consistence 
of the mass varied, some parts feeling tense 
and some soft and lobulated; the edge was 
not well defined; the skin was movable ex- 
cept in the center where it appeared to be ad- 
herent. Diagnosis of lipoma. 

The parts were removed and consisted of 
adipose tissue connecting together several 
cysts of various sizes lined by endothelium and 
containing smooth muscle in their walls, con- 
sidered as of lymphatic origin. She devel- 
oped erysipelas by scratching the scar, but re- 
covered in a few weeks. 


This last case can scarcely be classed un- 
der the head of persistent hematomata such as 
we have here reported; nor can the second 
case of Nagel, which was apparently an ef- 
fusion into the prepatellar bursa. 

The cases of Combeleran, too, while inter- 
esting, should be excluded from the list. There 
remain then 13 cases in literature, including 
three of my own, having some similarity, yet 
differing in minor details. The case of M. 
Follet mentioned by Lemariguier had a dura- 
tion of twenty years, while one of my cases 
lasted over ten years. 

Traumatism was noted in all but four cases 
in which the bleeding was spontaneous. 

We must conclude that these cases are 


quite rare, since the reports are so few; also 
that we have no exact knowledge concerning 
the causes leading to their persistence. We 
offer the conclusions mentioned before in ex- 
planation of their formation. 
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CASE OF CAESAREAN SECTION IN WHICH THE UTERUS WAS INCARCER- 
ATED IN A VENTRAL HERNIA. 


BY X. O. WERDER, M.D., OF PITTSBURG, PA. 


My object in presenting this brief paper is 
to put on record a case in which a Caesar- 
ean Section was performed for a very un- 
usual if not unique indication. 

Mrs. F H , 39 years old, was 
brought to the Mercy Hospital January 8th, 
1907, by Dr. Jean C. Bailey, of Greensburg, 
who had seen the patient for the first time 
three days before. She found her about six 
months pregnant and until about ten days or 
two weeks previous ,in her usual health. Since 
then, however, she was compelled to remain 
in bed on account of severe intermittent pains 
in the abdomen, accompanied by a flow of 
blood from the vagina. On examination she 
found the body of the uterus corresponding in 


size to about a six months’ gestation, outside 
of the abdominal cavity in a hernial sac, cov- 
ered only by a thin layer of skin; neither she 
nor her husband, Dr. L. J. C. Bailey, who was 
called in consultation, succeeded either by ma- 
nipulation or position, to replace it into the ab- 
dominal cavity. 

The pains and bleeding were readily con- 
trolled by sedatives on the first and second 
day after her attendance, but on the 7th of 
January, that is the day before her admission 
to the hospital, one of the children had an ac- 
cident with a gas stove, which so alarmed the 
mother that she got out of bed and ran down 
stairs, starting both the pains and the flow 


anew. 


Ventral hernia containing,6-months pregnant uterus, irreducible Caeserean section. 


(Jan. 11, 07.) 
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On admission to the hospital the patient had 
a very feeble and rapid pulse and was gener- 
ally in bad condition; she had been vomiting 
incessantly during the last twenty-four hours 
and had severe paroxysms of pain in the ab- 
domen, and was bleeding from the vagina, 
though not in excessive quantity. Examina- 
tion showed a dome-like projection of the ab- 
domen in the region of the umbilicus pro- 
duced by an enormous ventral hernia, begin- 
ning about one and one-half inches above the 
umbilicus, but not involving the latter. The 
hernia contained the entire body of the preg- 
nant uterus to the region of the internal os; 
the foetal parts could be very distinctly felt 
through the hernial coverings. The skin was 
very thin and over-stretched and the right side 
of the hernia was quite excoriated and partly 
ulcerated. The intestines were more or less 
distended with gas, causing some general tym- 
pany. The vaginal examination found the 
cervix quite out of reach and the vaginal 


formices drawn up and funnel-shaped. For 


two days we tried to replace the uterus into 
the abdominal cavity, both by manipulations 
as well as elevation of the foot of the bed. 
The vomiting continued and we found it im- 
possible to get a free bowel movement. 

On January 11th I incised the hernial sac 
and found loops of intestines contained in it 
along side of the uterus, which were easily 
reduced, but the uterus itself could not be re- 
placed, as the neck of the hernial opening was 
not more than three inches in diameter, while 
the fundus uteri was at ‘least six inches in 
its transverse diameter. Caesarean Section 
was, therefore, the only expedient rendering 
the reposition of the uterus possible. By a 
median incision of the uterus, the child and 
placenta were easily extracted. The uterine 
wound was then closed with two tiers of chro- 
misized cat-gut for the muscular structures 
and two sero-serous sutures of the same ma- 
terial. As the patient’s condition was quite 
precarious, no attempt at radical cure of the 
hernia was made, though the skin covering 
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the hernia was rapidly excised and the abdomi- 
nal cavity was closed with silkworm gut su- 
tures. The child lived one hour. The pulse 
at the beginning of the operation varied from 
130-142, but at the close it had reached 174, 
though the duration of the operation was only 
twenty minutes. Under free stimulation the 
pulse gradually improved until it was 104, 
about eight hours after operation. For several 
days there was rather free bloody vaginal 


drainage from the vagina in spite of the use 


of ergot. 

I do not intend to weary you with the deé- 
tails of her subsequent course, which was quite 
stormy, her symptoms varying from day to 
day ; suffice it to say that on the seventh day 
after operation she developed a lobar pneu- 
monia from which she finally recovered, so 
that on January 29th, eighteen days after op- 
eration, her temperature had become quite 
normal and her pulse ranged from 80-90. On 
the 31st day of January, twenty days after op- 
eration, we noticed the first evidence of a fa- 
cial erysipelas, to which she succumbed Febru- 
ary 4th, twenty-three days after operation. 

No exact information could be obtained in 
regard to the beginning of the hernial de- 
velopment and its mode of onset; the patient 
apparently knowing very little about that mat- 
ter herself. Though this was the twelfth preg- 
nancy, she at no time seemed to have had any 
difficulty either during her gestation or deliv- 
ery. 
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I am well aware that a hernia of the gravid 
uterus is not rare in those cases where there 
is a very marked diastasis of the recti muscles 
of the abdominal wall, and that in such cases 
delivery has sometimes been attended with dif- 
ficulty, but it is needless to point out that there 
is no resemblance between this condition and 
the case described. Not only was there no 
general separation of the recti muscles, but we 
had to deal with a distinct ventral hernia, into 
which in some manner difficult to explain the 
fundus uteri must have slipped during an 
earlier period of gestation remaining there 
and becoming incarcerated so that at the time 
she first came under observation it had be- 
come irriducible. Delivery could not have been 
effected in any other way but by Caesarean 
Section, as the whole uterus had been drawn 
up into the abdomen to such a degree that 
even the cervix was entirely outside of the 
pelvis and impossible to reach by the finger in 
the vagina. In addition to this there was such 
a disproportion between the diameter of the 
neck of the hernial sac and the transverse 
diameter of the fundus uteri, that reposition 
of the uterus was not only entirely out of the 
question, but that even delivery of the fetus 
through the narrow hernial ring, could it have 
been reached from below through the vagina, 
would, no doubt, have proved impossible. In 
a surgical sense the case is also of interest on 
account of the very unusual location of the 
hernia above the umbilicus. 
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PRIMARY BLADDER SUTURE, WITH ESPECIAL REFERENCE TO SUPRA- 
PUBIC CYSTOTOMY.* 


BY LOUIS FRANK, M. D., 


Professor of Abdominal Surgery and Gynecology, University of Louisville, Medical Dept. 


The history of the surgical treatment of 
stone in the bladder is a reflection of the evo- 
lution of surgery. It also illustrates very 
aptly that there is little new in operative sur- 
gery, and that with the application of the new 
principles of asepsis and avoidance of infec- 
tion many and valuable suggestions and prac- 
tices of forgotten days may be put into execu- 
tion without the fear of a deterring mortality 
which practically forbade them and made re- 
sort to cruder methods a necessity and not a 
choice. 

This, as also the title of my paper, will 
indicate that I have nothing new to offer nor 
any claim of priority to submit. I wish only 
to add my voice in the establishment of a 
sound surgical practice, and by your discus- 
sion aid in lifting bladder surgery and the 
treatment of vesical calculus out of the dark- 
ness which has surrouned it since the time of 
the pre-Christian era. 

Perineal cystotomy for calculus disease, as 
in fact all perineal operations for relief of 
bladder disturbances either by stone, by new 
growths, or prostatic enlargement, are relics 
of barbarism, and relics which we have not 
improved upon since in our possession. Celsus’ 
description and technique for perineal section 
would answer today were one to judge by the 
current text-books. I would submit that in 
this day of clean surgery and anatomic knowl- 
edge the approach par excellence for intra- 
vesical surgery or for prostatic surgery is 
suprapubicly. If drainage is desired, it has 


been shown and can be easily proven that it 
excels that obtained by the perineal opening. 

So also has it been demonstrated that the 
fear of disaster in intra-peritoneal bladder 
operations was unfounded. We have saved 
gunshot wounds of the bowel, we have incised 
and sutured gut and stomach and undertaken 
work with suture, ligature and otherwise 
through areas of possible infection, and yet 
have been prevented, by legends which we in 
these other fields ceased long ago to respect, 
from trespassing the bladder through the same 
approach and applying these same surgical 
principles. 

Harrington in 1893 and Mayo very recently 
have both proposed and described a technique 
for transperitoneal bladder surgery for the 
removal of new growths, and further atten- 
tion has been called to this work by others. 

.The papers by Mayo and Goldsmith, and 
the discussion which followed at the meeting 
of this society last year, will, we trust, do 
much to remove the fear of bladder injury 
incident to abdominal surgery, which is still 
so much in evidence, just as it has and will 
continue to stimulate men to desert the ruts 
in bladder work and place the operative 
technique of this viscus on the same up-to-date 
and stable footing as intestinal and gastric 
surgery. Johnson carried out immediate 
suture of the supra-pubic wounds made for 
stone removal twenty years ago, as did also 
Westmoreland, and the latter reports having 
done primary closing in numerous instances. 


*Read before the Southern Surgical and Gynecological Association, St. Louis, Mo., December, 1908. 
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This seems to have been overlooked by even 
so great a surgeon as Senn, who, so late as 
1890, graphically pictures the danger of supra- 
pubic cystotomy. Anderson, in the same year 
(1890) suggested and advocated primary 
closure, and offers a way of testing the closure 
by water or air distention. I have been much 
impressed by the lack of attention to these 
suggestions, and to the work in this line as 
reflected in modern and recent surgical text- 
books, all of which with few exceptions speak 
of the many dangers and difficulties attending 
supra-pubic work and lean by inference or by 
urgent advice to the perineal operation. With 
few exceptions, a perineal operation is never 
indicated for surgery of the prostate or blad- 
der, and the chapters on bladder surgery must 
be entirely rewritten. Why it is that some G. U. 
surgeons prefer the older methods, even to 
the use of the lithotrite? I leave you to infer. 

My own attention was first directed to this 
matter some years ago in dealing with an 
extensive intra-peritoneal lesion of the bladder 
arising in the course of operation for pelvic 
suppuration. A portion of the bladder fundus 
was included in a ligature and cut away, the 
accident not being recognized until after in- 
spection by an assistant of the removed speci- 
men. The bladder was at once freed from 
the ligature and direct primary suture prac- 
ticed with urethral drainage, resulting in per- 
fect recovery. Later, in operating on a boy 
for vesical calculus, I saw no reason why an 
attempt should not be made to close the blad- 
der wound primarily. I did so, draining the 
space of Retzius for a few days and the 
bladder per urethra. There was primary 
union, short convalescence, and a most satis-~ 
factory and perfect result. The case was 
reported at the time and met with the usual 
rebuff of a supposed inovation. This was 
particularly true from the older surgeons. 
However, a second case with the same good 
result caused one of my colleagues to try the 
same operation with the result of convincing 
him it was not only quite feasible, but desira- 


ble, in that convalescence was shortened, and 
many disagreeable and obnoxious features 
attendant upon bladder drainage were done 
away with. Since then we have had other 
cures and some failures. The failures were 
in badly infected bladders. It is quite possi- 
ble that even in these we would have had a 
primary closure had our procedure been a 
little different. There are two necessary fac- 
tors in securing good results: ¢First, the pre- 
vention of soiling of the operative field; sec- 
ond, a perfectly tight closure. 

In our cases we have brought about as 
nearly as possible under the existing circum- 
stances a pre-operative clean condition of the 
bladder. This we have secured by the ad- 
ministration of urotropin in conjunction with 
bladder irrigation with boric acid solution. 
At the time of operation the bladder was 
distended with the latter solution, which we 
now think is a mistake in the bad infections, 
as it is theoretically and practically impossible 
to secure an aseptic urine, or in other words, a 
sterile bladder wall, and the distending solu- 
tion serves to distribute the infection most 
thoroughly within the bladder, thus hindering 
rather than favoring asepsis of the bladder 
wall. In the future, therefore, we shall, when 
necessary or desirable to distend the bladder 
at the operation, resort to air for this purpose, 
as this will avoid the bacterial distribution by 
means of water should this latter be put into 
the bladder before incising it, and we will 
thereby be able to prevent soiling the bladder 
and abdominal wound with even dilated bacte- 
rial cultures. As a matter of fact, in the 
infected cases where success was not met with, 
the infection and breaking down began in the 
abdominal wall, involving the bladder union 
secondarily. We believe that it is not even 
necessary to distend the bladder at the opera- 
tion, as its wall can be easily recognized, lifted 
up and incised even when empty. 

For closure we prefer chromic catgut in 
two layers. The first layer is put in as an 
interrupted suture, each stitch being about a 
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quarter to three-eighths of an inch apart, and 
not penetrating the mucosa of the bladder. 
The second layer of sutures is a continuous 
one, placed about the same distance apart in 
such manner that the bite of the stitches lies 
between the sutures of the deeper layer, thus 
making an air-tight and water-tight closure. 
The second row of sutures are put in a la 
Lembert. While this latter is not necessary 
when the peritonium_is not incised, its neces- 
sity becomes evident if we are working inside 
the cavity. 

We have always drained the bladder by the 
urethra for several days after the operation, 
the time varying from four days to a week. 
Through the retention drainage catheter the 
bladder is irrigated daily with boric acid solu- 
tion, using at each injection three or four 
ounces of the solution, and repeating this a 
number of times until a quart or so has been 
used for the irrigation at each sitting. 

We further think that where a severe infec- 


tion exists at the time of or preceding the 
operation, it is advisable to drain for a day or 
two the space of Ritzius, particularly if we 
have feared soiling the operative field with 
infected urine or with a possibly infected dis- 
tention solution. 

We would suggest that the plan of direct 
suture of the bed of the prostate might be 
used with primary bladder closure in supra- 
pubic prostatectomy. While we have not as 
yet tried this, we shall do so, and can see no 
reason why, if the hemorrhage is controlled 
and absorbable material used, this should not 
be feasible. 

In conclusion, we desire again to state that 
it has not been our purpose to offer anything 
new, but that we have brought this subject 
up in the hope that through the discussion a 
more modern technique, more in keeping with 
recent surgical advancement, may be applied 
in vesical surgery. 

“The Atherton.” 
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BILATERAL POLYCYSTIC DEGENERATION OF THE KIDNEYS* 


BY J. WESLEY BOVEE, M.D., WASHINGTON, D. C. 


The title of this paper should indicate a de- 
generation of the kidneys that is quite rare 
and equally fatal. The first case I find 
recorded in the library of the Surgeon-Gen- 
eral’s office, according to the index catalogue 
thereof, was reported in London in 1827, by 
Jeffreys. 

Synonyms.—Various names have been ap- 
plied to this condition, Rayer gave it the name 
of “cystic degeneration of the kidneys ;” Cru- 
velhier, “cystic metamorphosis, or transfor- 
mation of the kidneys,” while others have 
given it the titles, “cystic disease,” ‘‘congeries 
of renal cysts,” “conglomerate cysts,” and 
“large polycystic kidney.” 

Definition —The condition under considera- 
tion is not to be confounded with the cystic 
condition often seen in chronic interstitial 
nephritis and is also to be distinguished from 
other cyst formations of this organ often oc- 
curring singly or in a small number, having 
perhaps prodigious proportions and_ usually 
arising from obstruction of a ureter or kidney 
calices and which are not commonly bilateral. 
This form of disease, per contra, is usually 
bilateral though often developed unevenly in 
the two kidneys. Usually one kidney shows 
marked enlargement while palpation and even 
inspection, as well as analysis of separated 
urines may lead to the opinion that little or 
no involvement of the fellow kidney exists. 
Many times has a large polycystic kidney been 
extirpated under the misapprehension that the 
fellow was healthy and competent and a fatal 


‘result from uremia followed in a few days 


or weeks. Nor is the kidney on one or both 
sides always materially enlarged, though no- 


table enlargement is usual. Dickinson studied 
26 cases finding but one kidney free of it. 
Lejars failed to find a normal kidney in 62 
cases and Ritchie found that in 82 cases he had 
studied post mortem, the condition was unila- 
teral in but two. Henry Morris operated on 
7 cases in 4 of which a normal kidney was 
found on the opposite side. The character- 
istics of the bilateral polycystic kidney, then, 
are an organ practically retaining its shape, 
but being changed in size to any dimensions 
up to ten or twelve times the normal ones, 
degenerated into a mass composed of cysts 
numbering hundreds or thousands, that vary 
in size from microscopic measurements to 
those having capacity for several quarts of 
fluid, and with contents quite characteristic, 
as will be mentioned in considering the path- 
ology of the condition. 

The history of bilateral polycystic degener- 
ation of the kidneys extends to the case re- 
ported by Jeffreys in 1827 and the compara- 
tively small amount of literature on the sub- 
ject is quite disappointing. Lejars collected 
68 cases and several have since been reported. 
Bunting, in 1900, collected 200 cases. I be- 
lieve a conservative estimate of the number 
of reported cases would be less than 300. A 
question that has not been settled by clini- 
cians and pathologists is whether the large 
polycystic kidney weighing one to sixteen 
pounds (Hare’s case) is the same as the con- 
genital polycystic kidney found before and a 
short time after birth. 

I have observed the following case: Mrs. 
H. B —, age 29 years, was admitted to my 
service in Columbia Hospital, July 17th, 1908, 


“Read at the twenty-first meeting of the Southern Surgical and Gynecological Association, at St. Louis, 


December 15-17. 1908. 
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on account of a general anemic condition ac- 
companied by a cough and agalactia. Dur- 
ing the three days residence in the hospital 
not more than four ounces of urine contain- 
ing pus was obtained by catheterization. She 
exhibited twitching of the extremities, which 
rapidly developed into marked tremor, sank 
into uremic coma and died on the 20th inst. 
Sixteen days previously she had given birth 
to a child and the labor was reported normal. 

Dr. John S. Neate, assistant pathologist of 
the hospital and anatomist to the Army Medi- 
cal Museum, has carefully studied the speci- 
mens from 10 cases, including my own, his 
report on the autopsy in my case is as fol- 
lows: The body showed only a _ moderate 
degree of emaciation, the skin somewhat jaun- 
diced and rigor mortis present. On opening 
the abdomen the peritoneum and _ intestines 
were found to be normal, but occupying each 
outer third of the cavity from the under sur- 
faces of the liver and spleen superiorly down 
to or below the crests of the ilia were found 
enlarged cystic kidneys. The weight of the 
kidneys taken together was 80 ounces, length, 
8%4-in.; width, 414-in.; thickness, about 4-in., 
both being Symmetrically enlarged and about 
equal in size. The cysts varying in size from 
that of a pea to that of a walnut, were seen 
through the peritoneal covering filled in most 
cases with a straw-colored fluid and in others 
with dark brown or reddish coagula. The ure- 
ters were traced from the bladder to the pelvis 
and were normal in size. On section the left 
ureter oozed a few drops of pus. The bladder 
contained a few ounces of pale fluid containing 
pus threads, but there was no inflammation 
of the bladder wall and the ureteral orifices 
were normal. The kidneys exhibited no ad- 
hesions to the neighboring intestines and the 
blood vessels appeared to be in their normal re- 
lations, but larger than usual. On _ section 
several ounces of fluid escaped and the kidney 
was found to be a mass of closely packed 
cysts with thin fibrous septa and little or no 
normal kidney tissue visible. Some few of 


the cysts contained thick pus. The liver was 
pale, mottled with yellowish areas and rather 
bloodless (as, indeed, were all the organs) 
but contained no cysts. The spleen was slightly 
enlarged and firm. The contents of the thorax 
was normal, except the heart, which was 
slightly enlarged. The uterus and appendages 
were in good condition. Cultures made from 
the pus in the kidney gave capsulated dip- 
lococci and common pyogenic organisms. 
Anatomical diagnosis: Bilateral congenital 
cystic disease of the kidneys with secondary 
infection. On removal to the laboratory the 
organs were submitted to closer examination 
and it was found that a large sized probe 
could be passed with ease through the ureters 
into the pelvis. The plainly visible cysts were 
counted as they appeared on the convex sur- 
faces of each half of the kidneys and were 
found to average 250, while the cut surfaces 
gave 20 to 30 less in number. The infundibula 
were explored and several cysts were found, 
probably of recent origin, which opened there- 
in, and distributed around these sinuses were 
the small irregular triangular areas not ap- 
parently occupied by cysts and containing the 
remnants of the kidney tissue proper. A lib- 
eral estimate of the solid tissue containing 
glomeruli and convoluted tubules in anything 
like normal arrangement taken altogether in 
one of these kidneys would not exceed one 
cubic inch of normal kidney cortex. While 
the larger cysts are about one inch in diameter 
and range downwards from marble to pinhead 
and finally microscopic size, there is a certain 
uniformity in size and distribution which is 
suggestive. The smaller cysts occupy the 
triangular areas where the septa join, and be- 
tween these again microscopic cysts were sub- 
sequently found. This economy in distribu- 
tion, taken together with the fact that the 
sound tissue is in immediate relation with 
the pelvis and that all semblance of pyramids 
is obliterated, leads one to the conclusion that 
the process of cyst formation is gradual, con- 
tinuous, and proceeds from the cortex inwards, 
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the area around the infundibula being the 
last to succumb. From the extreme thinness 
of the walls of the larger cysts one wonders 
that they have not coalesced to form a few 
large ones, and the inference is inevitable that 
the internal pressure must have been low or 
very equally counterbalanced by external pres- 
sure. 

Dr. W. M. Gray, microscopist of the Army 
Medical Museum made the microscopical sec- 
tions and the photographs, as well as the photo- 
micrographs accompanying this report, which 
latter is as follows: The organs are made up 
of a soft spongy mass consisting of innumer- 
able cysts varying in size from those of mi- 
croscopic dimensions to those of the size of 
an English walnut. These cysts are filled 
with a semi-jelly-like albuminous fluid and 
urine; the walls of the cysts have a frame 
work of rather dense fibrous connective tissue. 
The septa dividing the cysts one from an- 
other is composed of this dense fibrous tis- 
sue, with an occasional aggregation of small 
round cells. Running through the septa are 
numerous tubules and glomeruli; the majority 
of which are enormously dilated and there is 
every indication that the cysts have developed 
both from the tubules and the glomeruli. Many 
of the tubules and also the smaller cysts are 
lined by a very pronounced columnar epithe- 
lium, which is quite distinct from the epithe- 
lium found in normal kidney tubules. The 
photomicrograph shows one of the di- 
lated glomeruli and a small cyst, the latter 
partly filled by the jelly-like albuminous ma- 
terial. This cyst probably originated from a 
tubule. The photomicrograph also shows other 
smaller dilated tubules surrounded by dense 
connective tissue. 


Microscopical examination of these cysts 
and the intercystic tissue disposes one to class- 
ify them as primary and secondary; those 
which obviously have existed for some time 
and those of recent development. 
no sharp line of transition from one type to 
the other, but in view of the probable origin 


There is 


and effect of these cysts, it is helpful to an 
appreciation of the pathology and etiology of 
a condition all too obscure at the best. The 
oldest cysts have quite dense fibrous walls 
staining deeply with eosin, sometimes devoid 
of, or showing only vestiges of altered epithe- 
lial lining, and the adjacent tissue is rich in 
connective tissue, permeated by few tubules 
and these atrophied. The cysts of more re- 
cent formation contain cell detritus and frag- 
mented nuclei and their walls contain little or 
no fibrous tissue. The neighboring tubules, 
chiefly of the collecting type, are flattened or 
pushed to one side in the process of their de- 
velopment, and the epithelium lining both cysts 
and tubules is of the low cubical order, prac- 
tically identical in each of them. The inter- 
cystic tissue is relatively rich in tubules and 
contains but little connective tissue. The old- 
est cysts having dense fibrous walls are by no 
means the largest. In this kidney one is im- 
pressed by the persistence of straight tubules 
in the septa and the epithelium of the low 
cubical type, very regularly arranged ,with 
large nuclei staining intensely with hematoxy- 
lon. This type of epithelium is found replac- 
ing that of the convoluted tubules ‘and in Bow- 
man’s capsiiles. In the few convoluted tubules 
and tufts which have escaped obliteration the 
transition is beautifully shown. In some areas 
the characteristic epithelium of the convoluted 
tubules has been shed in masses into the lu- 
mina and beneath it a new layer of the cubical 
type has formed. This type of cell, while it 
resembles somewhat those lining the ascend- 
ing portion of the loops of Henle, is probably 
a reversion to the embryonic type. The few 
small islands of cyst-free tissue in the neigh- 
borhood of the calyces is rich in connective 
tissue and resembles the condition of chronic 
interstitial nephritis, except that there is a 
healthier appearance to the epithelium and 
an absence of change in the walls of the blood 
vessels. The intercystic tissue is everywhere 
surprisingly vascular. Distended capillaries 
or sinuses exceeding six or seven times the 
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normal size are found in close relation with 
tubules or penetrating islands of fibrous tis- 
sue; their walls consisting of a layer of flat- 
tened endothelial cells only and sometimes 
seven or eight of them aggregated so closely 
that their walls are in contact. Similar di- 
lated spaces lined with endothelium, but con- 
taining no blood cells, were observed and in- 
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eration by the ever encroaching fibrous tissue 
may, in part, explain the cardiac hypertrophy 
which accompanies this condition. A few 
small interstitial hemorrhages readily account 
for the color in the coagula found in some 
of the cysts and from these in a similar case 
Sollman, by chemical analysis obtained the 
derivatives of hemoglobin, but no urea. The 


Photograph of Bilateral Polycystic Kidneys. 


terpreted as dilated lymph channels. The rea- 
son for an increased blood supply to such a 
mere shell of an organ, which consisted so 
largely of fibrous tissue, is hard to explain. 
The increase of connective tissue may account 
for the dilatation and contortion of the capil- 
laries and lymph spaces described above and 
the increased blood pressure necessary to fill 
these sinuses and to preserve them from oblit- 


liver exhibited a moderate amount of fatty 
change, chiefly located in the peripheries of 
the lobules. The bile ducts appeared to be 
reduplicated and some of them were distended 
and, in general, were surrounded by more 
than the usual amount of connective tissue, 
but no cysts were found. Adding to the com- 
plexity of the histological picture are the evi- 
dences of the very recent bacterial infection 
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which contributed to the fatal termination and 
are so well known as to require no descrip- 
tion here. 
Pathological Anatomy.—In the polycystic 
kidney the whole structure of the organ seems 
to be affected and the glomeruli are oft-times 
found to be practically all destroyed. In my 
case, studied by Neate, an estimate of the 
functionating kidney tissue was made and was 
thought to be not in excess of one cubic inch 
in each kidney. It is undoubtedly the uni- 
formity of the process throughout the kidney 
that preserves the shape of the organ. Beck 
counted more than 100 cysts, on the surface 
of a kidney. On the surface of one of the 
kidneys in my case 250 cysts were counted 
and on the cut surface still many more were 
found. Sometimes the size of the organ is 
increased remarkably. In my case the kid- 
neys weighed 80 ounces and each measured 
8% by 4% by 4 inches. Danforth found 
the kidneys in his case weighed respectively 
5% and 6 pounds. In Hare’s specimens the 
left kidney weighed 16 pounds and was 15% 
inches in length, the right being double its 
normal size. The cysts occupying both the 
medullary and cortical substance alike pro- 
ject to the surfaces and push out the capsule 
as nodules. The cysts may be enormous and 
contain half a pint of fluid, which may vary 
from a very thin watery fluid to a thick and 
grumous one or even nearly pure blood. As 
will be noted the structure of the kidney is 
almost entirely transformed, there being left 
in my case an estimated cubic inch of renal 
functionating tissue in each one of the kid- 
neys and it was in immediate relation to the 
pelvis. The kidney seems to be a mass of 
cysts separated by connective tissue. The 
oldest cysts have quite dense fibrous walls and 
show absence or only vestiges of a changed 
epithelial lining and the adjacent frame work 
is largely connective tissue containing a few 
atrophied tubules. The newer cysts contain 
debris recognizable as broken down cells, frag- 
mented nuclei and walls containing but little 
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or no fibrous tissue. The neighboring tubules, 
chiefly of the collecting type, are flattened or 
pushed to one side in the process of their de- 
velopment and the epithelium lining both the 
cysts and the adjacent tubules is of the low 
cubical order and practically identical. ‘The 
intercystic tissue is relatively rich in tubules 
and contains but little connective tissue. The 
largest of the old cysts do not invariably have 
the thickest walls. The normal epithelium of 
the convoluted tubules and in Bowman’s cap- 
sules is seen to be replaced by the low cuboidal 
epithelium mentioned. The few small islands 
of cyst-free tissue adjacent to the calyces are 
rich in connective tissue resembling chronic 
interstitial nephritis, except the epithelium has 
all appearance nearer normal and absence of 
degenerative change in the blood vessel walls. 
Marked vascularity of the kidney frame work 
is everywhere apparent and hypertrophy of 
the left heart is quite commonly observed as 
a complication. The distended capillaries or 
sinuses everywhere observable have a layer of 
flattened endothelial cells only and sometimes 
seven or eight of these vessels are found in 
contact. Large spaces lined with endothelium, 
but containing no blood cells, are here noted 
and are probably lymph spaces. Numerous 
cases of this condition associated with cysts 
of the liver have been reported. Lejars found 
this complication was present in 17 of the 
62 cases he tabulated. Ritchie found that in 
82 cases the liver was cystic in 21, in one of 
which the thyroid, one the uterus, and one the 
ovary, was also cystic. Still's statistics would 
indicate that cystic degeneration of the liver 
rarely complicates congenital cystic kidney, for 
in 35 cases of cystic disease of the liver asso- 
ciated with cystic kidneys only 3 occurred in 
infancy. Cysts of the spleen have been ob- 
served as a complication. Henry Morris men- 
tions the coexistence of talipes, cleft palate 
and imperforate anus as well as the absence 
of the anus, rectum, urethra and external geni- 
tals. He also notes the absence of the renal 
pelvis and the ureter. Newman found the 
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heart hypertrophied in 60 per cent. of the 105 
cases he tabulated and the arteries atheroma- 
tous in one-fourth as many. He also observed 
malformations of the aortic valves and of the 
septum of the ventricle. 

Character of the Contents of the Cysts— 
The contents of the cysts vary greatly in dif- 
ferent cases, and in different parts in the 
same case. The color is quite commonly 
straw, then serous or limpid. But it may be 
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rarely leucin. That the polycystic kidney is 
always a congenital condition, as believed by 
Henry Morris, I cannot accept, though be- 
lieving it to be so with certain exceptions. 
One cannot ignore, or consider entirely dis- 
proven, the various theories that have been 
offered as to the origin of this condition. Of 
these there are four principal ones, viz. : 

1. Persistent germinal rudiments—that is, 
foetal inclusions. 2. The obstruction theory 


Photomicrograph of a section of Bilateral Polycystic Kidney x 150. 


yellowish, purplish or, if hemorrhage has oc- 
curred, dark red. It may also be thick, viscid, 
turbid or colloid. The contents of some have 
been found to resemble pea soup, to be caseous 
and practically solid in other instances. Pus 
has been detected as a constituent of the con- 
tents. Usually the reaction is alkaline, but 
it may be acid or neutral. A large proportion 
of albumen is usually present with a small 
amount of urea, triple phosphates, cholesterin, 
uric acid, epithelium, fat, blood corpuscles and 


which insists the development of the cysts is 
a sequel to a renal sclerosis that constricts the 
tubules or obliterates the papillae. 3. That 
there is a colloid or fatty change and that 
the cysts are centers of the change. 4. The 
neoplasmic theory. Were the first theory suf- 
ficient to cover all cases the congenital in- 
fluence would be at once unqualifiedly recog- 
nized, but with the proof of cirrhosis as a 


cause great difficulty at once arises in accept- 


ing the inflammatory process as being always 
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antenatal. In my judgment a very large pro- 
portion of the cases are due to the first named 
theory. That the Wolffian body forms the 
ureter and calyces and the metanephric blas- 
tema the urine-forming part of the kidney is 
amply demonstrated by Kolliker and other em- 
bryologists. That a failure of fusion of these 
two structures occurs is readily acceptable in 
the light of developmental anomalies so fre- 
quently observed in other parts of the human 
body. Moreover, such anomalies are fre- 
quently coexisting with the bilateral polycystic 
kidney. One can also understand how the 
anomaly may rarely exist on’ one side only. I 
have already stated how rarely this occurs. 
These facts are well known, viz.: That it 
frequently is found at child birth, and as a 
cause of dystocia, as reported by Morse and 
others, and frequently in the same family, a 
matter of common observation. It has very 
frequently been noticed that several children 
in a family will be victims of this disease. 
3eck found it in two sisters, Lund, in a man 
whose mother was a victim of it. Virchow re- 
ported cases in which 4 out of 6 children in 
the family were affected. Sanger also reports 
having observed families in which the first, 
fourth, seventh, tenth and thirteenth children 
had bilateral congenital cystic disease of the 
kidney, the other children being normal. Osler 
has written on this subject as have numerous 
others, but to me it appears that usually the 
disease arises from an inherited tendency 
toward faulty development, which frequently 
is not limited to the kidney. That this de- 
fective development appears in other parts of 
the urinary system we have only to mention 
exstrophy of the bladder with its frequent 
accompaniment of epispadias, etc. Neverthe- 
less, one has to admit that antenatal cirrhosis 
being extremely rare and the presence of it, 
perhaps in a modified form, in the adult cases 
the conclusion is inevitable that the cirrhosis 
is the cause of the illness. Again knowing the 
proneness of the kidney to contain adrenal 
“rests” and hypernephroma develop in con- 


sequence, to me it seems highly probable that 
this form of tumor, while not easily diag- 
nosed, can form in the kidney from degenera- 
tion of such rests. The obstruction theory is 
plausible, but not always attractive. Some 
cases clearly develop in adult life from ob- 
struction of a ureter or infundibulum by a 
calculus. 

Etiology.—Age does not seem to offer much 
influence in the causation of this disease as it 
has been found at all ages from intrauterine 
life to 88 years. Ritchie gives the ages of 75 
cases in his table and the average is 45.3 years 
and the oldest was 88 years, while Jepson op- 
erated on a child 4 months and 14 days after 
birth, which is probably the youngest recorded 
patient to survive nephrectomy. The number 
of cases that have been noted at birth is large. 

Sex, probably has no greater influence. It 
is unfortunate that the statistics of Ritchie, Le- 
jars and Still are at great variance. Probably 
neither sex has a predilection for the forma- 
tion of congeries of renal cysts. Malaria was 
in a few instances supposed to have an etiolog- 
ical relation. There can be little doubt that 
a lack of development of the kidney is the 
principal cause. This takes the form of a 
failure of coalescences between the branch of 
the Wolffian duct that changes into the ureter 
pelvis and calyces of the organ and uriniferous 
tubules that are formed from the nephrogenic 
structures in juxtaposition. Obstruction of the 
ureter or other part of the drainage part of 
the urinary tract is quite possible, as is either 
interstitial or parenchymatous nephritis, the 
one acting by constricting the tubules and the 
other by blocking them with desquamated epi- 
thelium. Nor can the neoplasmic origin be 
entirely ignored. 

Symptomatology.—Either the onset of the 
disease is without symptoms other than the 
presence of a tumor on either side (rarely on 
only one) increasing in size or they are re- 
ferable to other organs. In 10 per cent. of 
the cases no symptoms at any time point to a 
renal lesion and the diagnosis is made from a 
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necropsy. Rarely has uremia been the first 
evidence of renal disease and it has always 
been promptly followed by coma and death. 
While dropsical effusions do not occur, the 
symptoms closely resemble a chronic nephritis. 
Crises simulating calculous colic occur and 
not always are such calculi quiescent. There 
is commonly localized pain and a feeling of 
fullness in the region of the kidney. The 
urine behaves much as in chronic nephritis and 
frequently contains blood as mentioned earl- 
ier in this paper; the tumor may become re- 
markably large, Hare, finding it weighing 16 
pounds. Disorders of the nervous system, as- 
well as the gastro-intestinal or the respiratory 
and circulatory systems are not uncommon. 


Diagnosis —The diagnosis is very commonly 
not made before death. About 10 per cent. 
of the patients have no symptoms referable to 
the kidneys and in a larger per cent. of cases 
uremia was followed rapidly by coma and 
death. One-fourth of them presents a tumor 
of the kidney and fully one-half complains of 
symptoms of chronic nephritis. Lejars found 
in his series of 62 cases the diagnosis before 
death was made in but 5. Morris says: 
“When, with a sallow complexion, hypertrophy 
of the heart and increased arterial tension, 
the urinary symptoms mentioned and a tumor 
in each of the renal regions, or a tumor in 
one and an increased fullness in the other, 
are found, the diagnosis of ‘large cystic kid- 
ney’ is pretty clearly indicated.” Osler be- 
lieves hematuria, with characteristics of the 
urine present, resembling those of chronic in- 
terstitial nephritis, together with the presence 
of bilateral tumors in the flanks and the cardio- 
vascular changes present, should justify the 
diagnosis of bilateral polycystic kidney. I am 
prepared to accept this statement, but in the 
few cases in which the disease is unilateral, 
or in which, on one side practically no tumor 
is present the diagnosis is by no means certain. 
Should developmental abnormalities exist in 
other portions of the body the presumption 
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of polycystic kidney is greater and if the pa- 
tient be an infant the probability is greatly 
enhanced. 


Prognosis —The duration of bilateral poly- 
cystic kidney is markedly variable, inasmuch 
as it causes death in infancy and has been en- 
countered as late in life as 88 years. If these 
aged subjects have the disease at birth then 
it is at once understood that the progress 
is by no means regular. Whether, like ad- 
renal “rests” in the kidney, this degeneration 
may be dormant for many years and then de- 
velop rapidly, is unsettled, but presumably 
such process does occur. It may lie dormant, 
apparently during a natural lifetime death 
occurring from some independent condition. 
Or, it may rapidly progress, cutting down the 
patient with but a few days or hours of severe 
illness, as does chronic interstitial nephritis. 
In about half the deaths from this disease 
uremia, coma or convulsions had preceded. 
Several died from pulmonary or cardiac com- 
plications. Cerebral hemorrhage is listed as 
a forerunner of the fatality and many have 
died after removal of one kidney. 


Treatment.—Notwithstanding the deprecat- 
ing reference made by Osler (“In these oper- 
ating days, etc.’’) to modern surgery, neither 
he nor others have any non-surgical treat- 
ment of value to suggest. While a few cases 
of polycystic kidney apparently have been 
curd by nephrectomy, Henry Morris, who has 
written a very fine treatise on “large poly- 
cystic kidney,” in his excellent “Surgical Dis- 
eases of The Kidney and Ureter,” says of 
the five cases he subjected to operation, “Un- 
satisfactory as these results are, yet two out 
of the five patients have had their lives pro- 
longed and in complete comfort by nephrec- 
tomy, in one case for nearly seven years and 
in the other for three years. In the third case 
of unilateral disease the patient might have 
recovered and survived for years like the other 
two had he not, so to speak, died an accidental 
death by suffocation whilst vomiting.” About 
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40 cases of nephrectomy for polycystic kid- 
ney with about 20 fatal results are to be found 
in literature. 

It is quite evident that if surgery has naught 
to offer for the relief of this condition we 
have but to remain quiet and allow death to 
claim its victims. It is also perfectly clear 
to my mind that in the bilateral character of 
the disease, and nearly always it is bilateral, 
surgery has little to offer. Beck proposed to 
incise the cysts, injecting into each small one 
a drop of saturated solution of iodoform in 
ether and excision of the large ones. I am 
not prepared to speak authoritively, but the 
difficulty of putting a drop of anything into 
each of the thousands of cysts in one such 
kidney or even puncturing each is at once ap- 
parent, nor could reliance be placed upon the 
efficacy of such a measure to prevent refilling 
of such cysts, as complete obliteration would 
seem a necessity. 

It is quite evident that in those cases suc- 
cessfully subjected to operation and have lived 
comfortably for some years—perhaps are yet 
living—the fellow kidney was normal, for in 
several subjected to nephrectomy, prospects 
were bright for a few days and then uremia 
supervened and continued until death shortly 
ensued. Of this character was Beck’s case 
in which the fellow kidney was small, but 
rapidly increased in size until death occurred 
on the eleventh day after operation, Haynes 
lost his patient two weeks after operation. 
And here again one is tempted to suggest 
the probable cause in these successful cases 
was an obstruction of local character and 
removable by. operation. Certainly no case 
is recorded of continued improvement in 
health after any operation on one side when 
the disease coexisted, to an extent, no matter 
how slight, on the other side. 

Others have operated removing a large 
polycystic kidney and a rapidly supervening 
autopsy revealed the opposite kidney in a 
similar condition. In fact, in one of the ten 
cases studied by Neate (Kelley's), the right 


kidney, weighing 21 1-2 ounces, was removed 
before death and the left, weighing 23 ounces, 
by autopsy. The fact that the disease is 
nearly always bilateral and that it is uncom- 
mon to find the disease advanced equally on 
both sides are very important in considering 
the advisability of nephrectomy. Another im- 
portant desideration is that the presence of 
the tumor or of polycystic kidney is not the 
fountain of danger necessarily, but, instead, 
it is the crippling of the excretory work of 
the two kidneys. Unlike ordinary or malig- 
nant renal tumors that are originally unilateral 
and in which the fellow kidney is usually nor- 
mal, we here have to deal with a kidney af- 
fection practically always double. It seems 
but logical, then, that our first thought in 
treatment should be conservation of renal func- 
tional structure. In my case Neate estimated 
that but one-fifteenth of the functionating 
structure of either kidney remained. It was 
plain, therefore, as the patient died of de- 
ficiency of renal excretion, that it would ap- 
pear this reduction was too great to be con- 
sistent with life. It is then plain that more 
than two-fifteenths of the functional ability 
of one kidney must be retained. Just how 
much more has not been ascertained. But 
making due allowance for the tendency to 
rapid progress in the kidney remaining after 
nephrectomy, it would seem very hazardous 
to remove a kidney when the other one offers 
the slightest evidence of involvement. 

To sum up then I would say the treatment 
is non-surgical, except in two conditions. First, 
when the disease is unilateral or reasonably 
concluded to be so, and, second, when the 
cysts are so large as to be burdensome in any- 
way. In the former, incision, or possibly neph- 
rectomy is advisable. If the ureter or other 
part of the purely waste bearing portion of 
the corresponding half of the urinary tract be 
hopelessly obstructed beyond a period of six 
weeks the function of the corresponding kid- 
ney will be permanently suspended and neph- 
rectomy is preferable to incision or multiple 
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incisions. But if urine is found to be pouring 
from both ureters then nephrectomy should 
not be done, except in the very exceptional 
unilateral polycystic kidney. Were it at all 
apparent that the presence of the disease in 
one kidney had a tendency to stimulation 
of its development in the other kidney, I would 
feel less positive in this matter. In the second 
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condition puncture or incision seems applicable, 
whether the disease be unilateral or bilateral. 
If cystoscopy reveals both ureters to be func- 
tionating, then, even though but one kidney 
be involved, nephrectomy should not be per- 
formed, except in the rarest circumstances— 
such as hemorrhage limited to the affected 
side-—“The Rochambeau.” 
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ELEPHANTIASIS OF THE MALE GENITALIA.* 
(With Report of Cases. ) 


J. NORMENT BAKER, B. 


The following cases, owing to their interest 
and the comparative rarity of the affection in 
this country, have furnished the stimulus for 
the preparation of this paper. 


Case 1. Allen P., colored, male, age 52. Has 
lived in the South all of his life, and has nev- 
er been out of the United States. Mother liv- 
ing, age about 70; father dead, cause and age 
not known. 

The previous history of this patient, as well 
as could be elicited, is as follows: At the age 
of 21 had an attack of jaundice, which lasted 
some eight days; at various periods of his life 
had attacks of malarial fever, but none of 
them of a severe or prolonged type. Denies 
all history of syphilis, but had gonorrhcea at 
the age of 21. There is no history of stric- 
ture. When about the age of 22 he received 
a blow on the left side of the head near the 
anterior inferior angle of the parietal bone, in- 
flicted by a hoe, producing a depressed frac- 
ture of the skull at this point with a resulting 
paralysis of the right forearm and wrist. 

The present trouble began, to the best of 
his recollection, about six years ago, as a small 
growth about the size of a buckshot located 
at the peno-scrotal juncture and to the right 
of the mid-line of the body. At first this was 
hard and painless, but rapidly grew, in about 
three weeks’ time to a mass the size of a hen’s 
egg; becoming soft, the patient himself opened 
it with a pocket knife, and evacuated about a 
half pint of greenish watery fluid; or, to bor- 
row his own expression, it looked like “paris- 
green water.” This incision closed at once 
and the mass continued to slowly increase in 
size until it became, in some three years’ time, 
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as large as a cocoanut. At this time, the pa- 
tient sought relief from a physician in his 
neighborhood, who made free and lengthy in- 
cisions on both sides into the mass and at- 
tempted to drain it. Following the operation, 
the patient first began to have fistulous open- 
ings, through which the urine has dribbled 
since. This procedure gave no relief, and the 
enlargement steadily and slowly advanced un- 
til it reached the size shown in the accompany- 
ing photograph. The tumor now is an enor- 
mous affair, reaching almost to the patient’s 
knees, very hard, and in places nodular, not un- 
like that of a fibroid tumor, except, at the un- 
der surface near the perineum, where the feel 
is soft and blubbery ; the penis is lost in a mass 
of dense, fibrous tissue, and during the act of 
urination, the urine escapes not only from the 
meatus, but also from three or four fistulous 
openings at various points on the surface of the 
growth; mixed with the urine is considerable 
pus. The inguinal glands are somewhat en- 
larged, though freely movable under the skin. 
No hernia can be demonstrated. Patient is ad- 
mitted to St. Margaret’s Hospital, September 
16, 1908; physical examination of lungs nega- 
tive; heart is considerably enlarged and irreg- 
ular, though no murmur is demonstrable ; liver 
and spleen normal; both legs are cedematous, 
the right much more so than the left. The 
blood is negative for the malarial plasmodium ; 
and examinations made on two successive 
nights in an attempt to find the filaria san- 
guinis hominis are likewise negative. The 
urine, owing to the large amount of pus from 


- the fistulous tracts, was not examined prior to 


operation; an examination of the urine after 
removal of the mass, shows the following: 


*Read before the Southern Surgical and Gynecological Association, St. Louis, Mo., December, 1908. 
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Yellowish straw 
1020 
None 


No granular fatty matter. 
No oil globules, 
No filariz sanguinis hominis. 


Operation on morning of September 18. 
Some half-hour before operation, the patient 
was placed on operating table and the tumor 
elevated as high as possible in order to drain 
back into the general circulation some of the 
fluid from the cedematous part of the scrotum. 

Under ether narcosis, incisions were made 
on either side over the superficial abdominal 
rings and prolonged downwards to the penis; 
an effort was made to dissect out the penis 


from the dense cartilaginous mass surround- 
ing it; this was found to be impracticable as 
the fistulous tracts leading from the urethra 
had produced much scar tissue. It was then 
decided to make a clean amputation of both 
penis and scrotum, including the testes, as it 
appeared to be a useless procedure to preserve 
the latter when the penis had to be sacrificed. 
At this stage of the operation, after the vessels 
of the cord, and the cord itself, had been li- 
gated on either side, a Wyeth’s pin, as ordi- 
narily used in hip-joint amputations, was made 
to pierce the under surface of the mass very 
close to the perineum. A stout rubber tube 
was now passed around the tumor as near the 
body as was possible and firm compression 
made. With a long amputating knife, the 
growth was rapidly removed without the loss 
of an ounce of blood. Vessels of visible size 
were next ligated and the tourniquet removed. 
All loose cedematous tissue was excised and 
the flaps trimmed back to healthy skin. The 
urethral orifice was next identified and sutured 


Fic. 2.—Elephantiasis of Genitalia (after operation). 


4 
| Fic. 1.—Elephantiasis of Male Genitalia. 4% 
r 


588 SOUTHERN MEDICAL JOURNAL. 


to the skin margins; the remainder of the 
wound was so approximated as to form, when 
sutured, an irregular Y, the urethra emerging 
near the juncture of the vertical and _hori- 
zontal arms. 

The patient reacted nicely from the anzs- 
thesia and his recovery was rapid and unevent- 
ful. (Photograph No. 2 shows the final op- 
erative result.) He left the hospital in two 
weeks, and since that time has been, apparent- 
ly, as well as he ever was. Several blood ex- 
aminations made since the operation have 
failed to reveal evidences of the filaria. 


The pathological report of a section of the 
growth, taken from the denser portion, togeth- 
er with the blood examinations made by Dr. 
E. M. Mason, are as follows: 


Marked hyperplasia of connective tissue; 
cedema; dilatation of lymphatics with, here 
and there, evidences of new formations of 
lymph vessels; small scattered areas of round- 
cell infiltration. 


Examination of the blood shows: 


Red blood cells -.-------- 2,992,000 
White blood cells ‘5,000 


Differential Count: 


- Polymorphonuclear leucocytes_54 % 


Small mononuclear = -36 % 
Transitional 


No nucleated red cells. 
No filariz. 
Fresh blood. 


Considerable variation in size and 
shape of cells. 

Individual cells pale. Numerous 
microcytes and a few poikilocytes. 
No parasites. No nucleated reds. 


Case 2. Griffin, A., colored, aged about 80. 
Has lived in Alabama practically all of his 
life and has never been out of the United 
States. 

Owing to his present feeble mental condi- 
tion, his past history is most unsatisfactory and 
untrustworthy, but he dates the beginning of 
his trouble (elephantiasis of the penis) (Pho- 
tograph 3) to an injury received from a falling 
tree some thirty years ago. At this time, 
considerable injury was done to the external 
genital organs and right leg. (The photo- 
graph shows an extensive scar above the 
knee.) There are also cicatrices in the left in- 
guinal region, the result of indiscretions in his 
more youthful years. This obstruction in the 
lymphatic glands has also contributed no small 
part, I fancy, to the causation of the present 
condition, by a retardation of the return flow 
of lymph. There is a pronounced hernia on the 
right side which is a frequent complication of 
both penile and scrotal elephantiasis. The en- 
largement in this case is purely cutaneous and 


Fic. 3.—Elephantiasis of Genitalia. 
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subcutaneous, involving, not at all, the corpus 
spongiosum, corpora cavernosa or scrotal tis- 
sues; the glans penis can be outlined under- 
neath, about three inches below the symphysis 
pubis. 

No blood examinations have been made in 
this case, as repeated efforts to get this old 
man to the hospital have failed. Nor has re- 
lief come to him through surgical means, as 
he prefers to bear his present ills than fly to 
others he knows not of. 

The interesting features presented by these 
cases, lie, not in any surgical difficulties en- 
countered, but rather in the possible etiologi- 
cal factors concerned. 

The question whether elephantiasis is not a 
specific disease, depending upon a_ specific 
cause—for instance, a true parasite—has been 
freely and ably discussed by various authors, 
notably Lewis, Manson, Bancroft, Carter, and 
others. In the endemic variety, such a connec- 
tion has been fairly well established, and it 
appears that its existence is associated with the 
filaria sanguinis hominis, about which more 
will be said later. 

In considering the etiology of the sporadic 
variety, we may gain a fairly clear compre- 
hension of the disease; one which includes all 
the pathological factors, producing lymphan- 
gitis and all kinds of atypical forms of inflam- 
mation, especially erysipelas. The question 
arises whether these attacks of inflammation 
—repeated at various and irregular intervals, 
constitute a true erysipelas, or a lymphatic 
process peculiar to elephantiasis alone. The 
consensus of opinion is, that the streptococ- 
cus discovered in several cases, corresponds to 
a specific cause different from that which pro- 
duces genuine erysipelas. 

However, a true erysipelatous condition may 
precede elephantiasis, if the local conditions 
are favorable ; in fact, it may be caused by any 
decided inflammation or induration of the soft 
parts, such as chronic eczema, syphilis, ulcers, 
strictures and fistula. Not infrequently it has 
been known to follow the radical removal of 


suppurating lymph nodes. It is difficult to as- 
certain the specific cause of many of the cases 
of elephantiasis that occur sporadically in our 
climate, for the affection is apparently occa- 
sioned by various factors, favoring the the- 
ory of a recurrent inflammtaion and obstruc- 
tion of a lymphatic, cedematous character. If 
the disease begin in a dependent portion of the 
body as, for instance, the scrotum, penis, vulva 
or leg, any local process or factor calculated 
to impede the venous circulation might give 
rise to elephantiasis. 

For the cuses now under consideration, in 
view of the negative blood findings (in the 
first case) as regards the filaria sanguinis ho- 
minis ; the inability (in the first case) to locate 
the filaria Bancrofti in the removed tumor; 
the prolonged neglect and improper handling 
of the earlier manifestations of the trouble, be 
the primary infective agent what it may, it 
would seem that the resulting cicatrices, cou- 
pled with the continuous and prolonged in- 
flammatory processes, would suffice to bring 
about such a stasis in the lymph and venous 
flow as to eventuate, finally, in just such a 
condition as presented. As a matter of fact, 
it is rather surprising when we consider the 
number of obliterating inflammatory processes 
which assail the inguinal glands and lymphat- 
ics; the number of neglected cases of urethral 
and peri-urethral abscesses with extensive si- 
nuses and fistulous tracts, that more cases of 
elephantiasis and lymph scrota are not encoun- 
tered. 

So much for the causative agents which may 
conspire, either singly or one or more in con- 
junction, to produce the sporadic form of ele- 
phantiasis. Tropical elephantiasis is now 
known to be caused by the partial or complete 
occlusion of some lymphatic vessel or gland 
by the filaria sanguinis hominis or its em- 
bryos. For the solution of the many intri- 
cacies of this problem, as well as for the work- 
ing out of many of the isolated facts which are 
now welded to form a complete chain, we are 
indebted to the restless and indefatigable la- 
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bors of Patrick Manson. The credit of the 
discovery of the specific parasite is usually 
wrongly ascribed to Wucherer, who, in Bahia, 
Brazil, in August, 1866, found embryos in the 
urine of a case of tropical chyluria. In 1868, 
Salisbury, in the United States, found the ova 
in the urine. Lewis, in India, in 1872, dis- 
covered embryos in the blood of man, and not- 
ed that their presence was generally associat- 
ed with chyluria and lymph scrotum, and he it 
was who proposed the name filaria sanguinis 
hominis. Manson has pointed out that the 
filaria sanguinis hominis of Lewis, the ein- 
bryonic form of the filaria Bancrofti, a ma- 
ture parasite, which has for its habitat the 
lymphatics of man is not the only blood worm 
in man, but that there are at least three or 
four others. Lewis’ filaria, however, is the 
only one possessing important pathological sig- 
nificance, and for it, Manson suggested, on ac- 
count of its nocturnal excursions into the peri- 
pheral circulation, the name filaria nocturna, 
The geographical distribution of the filaria 
nocturna is very extensive throughout tropical 
and subtropical countries. It occurs in a large 
part of China and India, Japan, Australia and 
the South Sea Islands. In Samoa, for exam- 
ple, it has been estimated that fully one-half 
of the population show filariz in the blood. 
Guiteras, in 1886, called attention to the ex- 
istence of this disease in the Southern States; 
he found four cases in Key West and one case 
in Charleston, S. C. De Saussure, 1890, pub- 
lished a report of twenty-two cases he had ob- 
served in Charleston; this city had been in 
constant communication with the West Indies, 
and doubtless, the disease was introduced into 
this country from those islands. 

In 1888, Mastin, of Mobile, reported an in- 
digenous case occurring in that city. 

Slaughter, of Alexandria, Va., in 1891, re- 
ported two cases of filaria sanguinis hominis 
occurring in his practice. 

Henry, in 1896, and Dunn, in 1898, report, 
each, a case of filaria sanguinis hominis. 

Lothrop and Pratt, of Boston, in 1900, re- 


port two cases of filaria sanguinis hominis oc- 
curring in two brothers. These, however, were 
not indigenous, as both of their patients were 
born and had lived, prior to their coming to 
America, for many years on the island of 
Barbadoes. 

From the available literature at my com- 
mand, I have been able to collect only thirty 
indigenous cases of filaria sanguinis hominis 
occurring in the United States. 

The embryonic form, that is, the filaria noc- 
turna, when examined in fresh blood, is seen to 
be a minute, transparent, colorless, snake-like 
organism, which, at first, shows active move- 
ments. After a time, however, the movement 
slows down, and one can see that the little 
worm is shaped like a snake (Manson). On 
measurement, it is found to be about 1-80 of 
an inch in length by 1-3000 of an inch in di- 
ameter—about the diameter of a red blood 
corpuscle. With the high power of the mi- 
croscope there can also be demonstrated a 
sheath which is considerably longer than the 
worm it encloses. 

A singular feature in the life of the em- 
bryo is what is termed the “filarial period- 
icity.” 

If under ordinary conditions of health and 
habit, the blood be examined during the day, 
the parasite is rarely seen. It will be found, 
however, as evening approaches, the filariz 
begin to enter the peripheral circulation in in- 
creasing numbers. Manson estimates that from 
forty to fifty million are simultaneously cir- 
culating in the blood vessels. After midnight 
the number begins to gradually decrease, and 
by eight or nine o'clock in the morning, they 
have practically disappeared from the peri- 
pheral circulation. As Mackenzie has pointed 
cut, reverse the habits of a filarial patient and 
the periodicity is reversed. For this periodicity 
no reasonable explanation has, as yet, been giv- 
en, but it is manifest that the periodicity is an 
adaptation of the habits of the parasite to the 
nocturnal habits of the mosquito. During the 
temporary absence from the cutaneous circu- 
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lation, Manson demonstrated that the filaria re- 
tired principally to the larger arteries of the 
lungs. 

The mosquito—the female belonging to the 
genus Culex—and also, according to James, 
Anopheles has, through a chain of very beauti- 
ful studies, been shown to be the intermediate 
host for the filaria sanguinishominis. After go- 
ing through certain metamorphoses within the 
stomach and thoracic muscles of the mosquito, 
requiring some 16 to 20 days, it would seem 
that they migrate to the proboscis, and there 
patiently bide their time until the host next 
feeds on a warm-blooded vertebrate animal— 
usually man. Here, as in the case of the ma- 
larial parasite, it is most probable that this is 
the only mode of entrance. Yet, however in- 
troduced into the human body, the filaria finds 
its way into the lymphatics. Arrived in one 
of these, it contains sexual maturity, fecunda- 
tion is effected, and in due course, new genera- 
tions of embryo filariz are poured into the 
lymph. (Manson.) 

Parental Forms. — (Filaria  Bancrofti.) 
These have been found many times. They 
are long, hair-like, transparent nematodes, 
three or four inches in length. The sexes 
live together, often inextricably coiled to- 
gether and tightly packed in the more dis- 
tal lymphatics; sometimes they inhabit the 
large lymphatic trunks, and not infrequently 
the thoracic duct. The female is the larger, 
both as regards thickness and length. The 
two uterine tubes, occupying the greater ex- 
tent of the body, are filled with ova at various 
stages of development. The oral end of both 
sexes is tapered, club-shaped and simple; the 
tail also is tapered and abruptly rounded off. 

As a rule, cases of filariasis are not patho- 
genic; that is, the fully formed parasites cir- 
culate innocuously and indefinitely in the blood, 
and the guest and host may dwell together for 
years in harmonious association; the parent 
worm and the immature products of concep- 
tion, alone, are dangerous. What, then, marks 
the transition from a state of innocuousness to 
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one of pathogenic significance? In some in- 
stances, a single worm, or a bunch of worms, 
may plug the thoracic duct or a large lym- 
phatic, and thus act as an embolus; or, the 
worm may give rise to an inflammatory thick- 
ening of the vessel wall and so lead to ob- 
structions from the consequent stenosis and 
thrombosis ; in the same way minor lymphatic 
trunks may become occluded. As a result, the 
lymphatic areas drained are cut off from the 
general circulation and varicosities and cedema 
follow. Manson holds strongly to the view 
that one of the chief factors in the production 
of lymph stasis is the blocking of the smaller 
lymph channels by the ova, which, for various 
reasons, may be prematurely discharged from 
the parent filaria. However, lymph stasis 
alone is not sufficient to produce elephantiasis. 
There must be added inflammation, which is 
most often caused by trauma, with a resulting 
lymphangitis. Given these two factors, lymph 
stasis and repeated localized inflammation and 
elephantiasis supervenes. 

Pathology.—Irrespective of the causative 
agent in any individual case, the resulting 
pathological changes are invariably the same. 

The peculiar characteristics are a chronic in- 
flammation, cell proliferation and hypertrophy, 
which involve, in a varying degree, all the 
structures of the affected parts. Implication 
of the connective tissue constitutes the most 
prominent feature of the disease, and produces 
the bulk of the mass. 

The various layers of the skin become so 
matted by reason of the enormous increase in 
the fasciculi of the fibrous tissue, that they can 
hardly be distinguished. The corium becomes 
enormously thickened and indurated. Upon 
section, the parts show the hypertropic tissue to 
be fibrous, sclerotic and homogeneous. In 
some cases dilated lymph pockets appear, from ° 
which lymph or chyle escapes, resulting from 
the obstruction of one or more large lymph 
trunks. The part pits but slightly or not at 
all on pressure, and does not glide over the 
underlying tissues. There may be also much 


thickening, obliteration and dilation of the 
veins. 

It is a noteworthy fact that when elephan- 
tiasis develops in a case of filariases, the filarize 
sanguinis hominis are usually not to be found 
in the circulation ; this fact is explained by the 
location of the parent worm in the distal lym- 
phatic and the subsequent blocking of the more 
proximal channels by the’ova and products of 
inflammation, together with the possibility of 
the death of the parent worm. 
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CATHCART: ANEURYSM’‘OF THE FEMORAL ARTERY, ETC. 


FALSE ANEURYSM OF THE FEMORAL ARTERY, FOLLOWING TYPHOID 
FEVER.* 


ROBERT S. CATHCART, M. D., CHARLESTON, S. C. 


The rarity of this complication, occurring in 
typhoid fever, as is proven by thorough search 
of medical and surgical literature, which has 
revealed no reported case, prompts me to re- 
port to this Association a case of this un- 
usual condition that has lately come under my 
observation : 

On August 20, 1908, J. M. T., white, male, 
aged 35 years, occupation, farmer, was re- 
ferred to me by Dr. A. G. Eaddy for opera- 
tion for aneurysm of the left femoral artery. 

The patient’s history was as follows: 

Family history: Negative. 

Previous history: Had gonorrhea six 
years ago. Denies syphilis. Ten weeks ago 
had typhoid fever, lasting four weeks, fol- 
lowed by an attack of malarial. fever. No 
history of trauma. 

Present condition: 
nourished. Heart and lungs normal. 
never entirely recovered since the beginning 
of his illness with typhoid fever, only being 
able to sit up in a chair occasionally. Three 
weeks ago began to have pain in Scarpa’s tri- 
angle and felt a small lump in this situation 
about the size of an almond. This became 
gradually. larger, and the pain increased. Did 
not notice pulsation until three or four days 
later. 
~ Examination showed a flattened tumor in 
Searpa’s triangle, in size about 24% by 3% 
inches. Skin overlying it was hyperemic. 
Pulsation visible and expansile, stopped by 
pressure on the femoral artery above. The 
tumor also decreased in size by pressure. Pul- 
sation not felt in the femoral artery below. 


Fairly developed and 
Has 


Circulation in the leg was good. Bruit heard 
on auscultation. No enlargement or cedema of 
the limb. 

Two days later, August 22, the tumor had 
increased in size, became more flattened and 
skin more deeply conjested. August 24, skin 
became darker and an area of softening over 
the tumor noticed. Severe pains continued. 
A small aspirating needle was inserted in tu- 
mor and pure blood withdrawn. On August 
26, operation was done under ether anzsthe- 
sia. As a preliminary, an oblique incision, 
slightly curved, was made above Poupart’s 
ligament, muscles separated and the external 
iliac artery exposed extra-peritoneally, a pro- 
visional ligature was placed around the artery 
and the artery clamped with rubber-covered 
forceps. An incision was then made over the 
aneurysm in the direction of the femoral ar- 
tery, with the inténtion of doing a Matas op- 
eration, if possible. Just beneath the skin and 
fascia a well-organized clot was found. On 
removing the clot, severe hemorrhage fol- 
lowed, notwithstanding thé fact that the ex- 
ternal iliac was clamped above in the upper 
incision. The hemorrhage was controlled by 
pressure with the finger in the upper part of 
Scarpa’s triangle. It was due to recurrent 
circulation through the deep epigastric and 
deep circumflex iliac arteries, which were ex- 
posed and clamped at their origin. 

-. No true sac was found and the femoral ar- 
tery in Scarpa’s triangle, for its entire length, 
had apparenily ulcerated away with the ex- 
ception of a small portion of its posterior wall, 
which was quite thick. Attempts to pass su- 


*Read before the Southern Surgical and Gynecological Association, St. Louis, Mo., Dec. 17, 1908. 
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tures here were futile owing to the friability 
of the tissues. The distal and proximal open- 
ings of the artery had a flared-out appearance. 
Ligatures were placed on the femoral (at the 
apex of Scarpa’s triangle), the deep femoral, 
the superficial circumflex iliac and the superior 
external pudic. In the upper incision the ex- 
ternal iliac was ligated and also the deep epi- 
gastric and deep circumflex iliac arteries. The 
upper incision was closed as in hernia opera- 
tions, and the lower wound packed with gauze. 
The patient was severely shocked from hem- 
orthage, but reacted with rectal injections of 
normal salt solution. The right leg was ban- 
daged up to the hip joint and the left leg 
wrapped in cotton batting and surrounded 
with hot water bags. 

August 28, patient was doing well; no signs 
of gangrene. Faint pulsation was felt in the 
dorsalic pedis artery. 

August 30, lower two-thirds of leg began 
to show signs of dry gangrene. Temperature, 
101 degrees. 

September 1, gangrene was more marked, 
but had not extended. On scratching the skin, 
just above the knee joint, circulation was dem- 
onstrated. 

September 2, amputation of the leg through 
the upper and middle third of the thigh. Cir- 
culation in the flaps found good. Patient 
made a good recovery. 

On account of ‘the faint circulation that 
was demonstrated at the knee joint and the 
good circulation obtained in the flaps, I be- 
lieve that the limb would have been saved 
had it not been for the weakened heart ac- 
tion, consequent upon a long illness of typhoid 
fever and the loss of blood. 

Complications of the arterial system in ty- 
phoid fever are not common. The cause of 
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the complete destruction of the femoral ar- 
tery in this case, I believe, was due to an ul- 
cerative arteritis produced by the localization 
of the typhoid bacilli in the walls of the ves- 
sel. That the circulation in the leg was not 
interrupted is explained by the formation, pri- 
marily of an autochthonous parietal throm- 
bus, which as it increased in size, the blood 
current channelled. Neither the patient nor 
his physician noticed symptoms of thrombus 
or embollus. There was, and had been no 
swelling of the limb beside the tumor in Scar- 
pa’s triangle and no evidence of gangrene. 

That the typhoid bacillus penetrates and 
localizes itself in the arterial walls has been 
demonstrated by several writers. Dr. W. W. 
Keen, in his book on “The Surgical Compli- 
cations and Sequels of Typhoid Fever,” quotes 
Rattone as reporting four cases in which he 
was able to obtain pure cultures of the ty- 
phoid bacillus from sections of the arterial 
tunics. 

Dr. Osler, in reviewing a series of 1,500 
cases, states in regard to the arteries: “The 
most important condition is arteritis, which 
occurred in four patients in this series. In 
one, in the middle cerebral, in two, in the 
femoral, and in one, in the brachial artery. It 
is probably due to a localization of the typhoid 
bacillus or some other organism in the walls 
of the vessel.” 

In my case through some oversight the clot 
was not preserved for microscopical examina- 
tion nor cultures made from it. 

This report does not give full justice to 
the subject. It is only to bring to your atten- 
tion another surgical complication of a dis- 
ease, which at one time was considered purely 


medical. 
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EDITORIALS. 


EDITORIAL 


SOUTHERN SURGICAL AND GYNECO- 
LOGICAL NUMBER. 


It has been thought proper by the manage- 
ment, in view of the fact that so many mem- 
bers of the Southern Surgical and Gynecolog- 
ical Association have contributed their papers 
recently read at the meeting at St. Louis to 
this Journal to give them the entire space of 
this month. We do this for several reasons, in 
the first place no section of the country is more 
entitled to claim the motherhood of American 
surgery than our Southland. 

Time increases the reputation and adds lus- 
tre to the name of that pioneer surgeon, who 
took his life in his own hands to alleviate the 
suffering of a poor woman in a small cabin in 
Kentucky by doing the first abdominal section. 
Indeed, the name of Ephraim McDowell, to 
whom a monument should be erected, if not 
by the physicians of the entire world, then by 
womankind because of the fact. that by this 
first operation he demonstrated to the world 
the great possibilities of abdominal surgery, 
and opened up a field in which the most bril- 
liant results almost surpassing understanding 
are being had every day, and thousands of hu- 
man lives have been saved as well as human 
suffering alleviated. 

Again, it is meet that we honor surgery in 
this section of the country when we consider 
that Marion Sims in a small village in Ala- 
bama, demonstrated for the first time that 
plastic surgery of the genito-urinary tract 
could be successful by the use of the silver 
wire. 

These statements, followed by the fact 
that at the recent meeting papers of unusual 
excellence were read demonstrate that the sur- 
geons of this country are not only in the front 


van both in operative ability and original re- 
search, but that in our own Southland many 
of her sons are following in the footsteps of 
the immortal McDowell and Sims by their un- 
tiring devotion to this brilliant field of human 
endeavor. We congratulate our brothers, sur- 
geons, on the fact that they no longer occupy 
the position in the minds of the people as rash 
and bloody users of the knife, but have proved 
to the world that skilled surgery based on a 
clear-cut surgical diagnosis is conservative 
rather than radical, even in parts of the body 
where a few years ago was believed to be im- 
possible fields and fatal territory if invaded. 
For these reasons we say all hail. the Amer- 
ican surgeon for his self-sacrificing devotion 
to duty and skill, which is the wonder of this 
progressive age. They have become truly the 
benefactors of their race. 

We hope our patrons will give this num- 
ber a full reading and careful consideration, 
believing that by doing so they will endorse the 
course of the management in making this 
strictly a surgical number, especially when 
they consider the authors of these papers stand 
at the very top of their profession, worthy suc- 
cessors of the immortal heroes who barked the 
road through the surgical wilderness and made 
it possible for them to reach the pinnacle of 
success, which is now crowning the efforts of 
the American surgeons. 


THE JOURNAL. 


After eight months we feel that we will be 
excused for calling attention of the physicians 
of this country to the fact that we have thor- 
oughly demonstrated that a journal can be 
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published and live without taking doubtful ad- 
vertising matter or catering to questionable 
means of support. We take this opportunity 
to thank the profession for their liberal pat- 
ronage and especially those who have been 
kind enough to write us encouraging words of 
congratulation. We can only say in return 
that whenever we are forced to change our 
plan of high and ethical journalism we will 
simply make an announcement and_ rather 
than accept the advertising matter of proprie- 
tary and patent medicine preparations we pre- 
fer to retire from the field, at least, with the 
consciousness of having made an honest ef- 
fort to give to the profession of the country 
a clean and wholesome medium through which 
nothing but scientific and useful matter could 


pass. But we feel that we have passed the age 
of infancy in safety in that our subscription 
list is very rapidly increasing and advertisers 
of the highest class are seeking space with us. 
We are also proud to state that our Journal is 
not limited to Southern subscribers and con- 
tributors. While its pages will ever be open to 
the medical profession of the South, we with 
pride call attention to the fact that our broth- 
ers of the North are offering assistance and 
encouragement which we desire to acknowl- 
edge in this short statement. We beg to as- 


sure our friends that success has crowned our 
efforts thus far and ask that they by their in- 
fluence uphold our hands and assist us in plac- 
ing the Journal where it can do most good, 
widely distributed throughout the country. 
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A NEW TEST FOR DETERMINING IM- 
MUNITY TO TUBERCULIN. 


(By M. Pickert and E. Lowenstein, in 
Deutsche Mediz. Woch., Dec. 24, 1908.) 


The authors claim that tuberculous pa- 
tients taking the tuberculin treatment can tell 
when they have become immunized to tuber- 
culin by a method they have devised. They 
found that the Von Pirquet cutaneous reaction 
could be prevented by mixing beforehand the 
serum of a tuberculous individual taking the 
tuberculin treatment. The neutralizing power 
of a normal serum produces no effect save at 
times a delayed reaction. The early neutral- 
izing power of the serum of an individual tak- 
ing the tuberculin treatment indicates a favora- 
ble prognosis in that case. Individuals in 
which they exhibit little or no neutralizing 
power after eight months of tuberculin treat- 
ment are regarded as unfavorable cases. 
They cited 104 patients on which they base 
their conclusions. Ws. L. 


THE VALUE OF LABORATORY AIDS 
IN THE DIAGNOSIS OF TY- 
PHOID FEVER. 


(By T. H. Coffin, M. D., The Post-Gradu- 
ate, December, 1908). 


_ The author surmises that the agglutination, 
or Widal, test, is the surest and most practical 
aid inthe diagnosis of typhoid fever. It 
should be remembered that it is present in the 
second or third week of the disease in the 
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largest percentage of cases. A negative re- 
sult does not necessarily eliminate the possibil- 
ity of typhoid, especially in the early stages. 
It is the method of election in doubtful cases. 
He believes that the microscopical examina- 
tion of the blood is next in importance and 
practicability. The relative increase of mono- 
nuclears and the absence of leucocytes, differ- 
entiates typhoid from inflammatory condi- 
tions with the formation of pus. He is of the 
opinion that blood cultures are the most ab- 
solute means of diagnosis, but the bacteriolog- 
ical technique may often be a drawback to its 
use. This method he says gives the largest 
per centage of positive results in the early 
course of the disease. The bacteriological ex- 
aminations of the stools and urine are regard- 
ed by him of distinct value in doubtful cases. 
Ws. L. 


TREATMENT OF CHRONIC BRON- 
CHITIS. 


(By F. Forchheimer, M. D., American Jour- 
nal of Medical Sciences, February, ’09.) 


The etiology of chronic bronchitis is so com- 
plex that it is hard to treat. Causal and symp- 
tomatic treatment are necessary. There are 
many forms and stages of this disease as in- 
dicated by pathological anatomy, but all forms 
eventually produce loss of resistance and elas- 
ticity in the elastic and muscular tissue of the 
bronchi, whether due to causes acting upon the 
mucous membrane from without or within the 
body, or some inherent weakness in the tissues 
themselves. For the causal treatment, the fol- 
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lowing may be taken into consideration: (1) 
Lesions in the naso-pharynx; inhalations of 
irritating substances, mechanical, chemical, 
thermic; infections with B. catarrhalis, the pus 
producers, B influenzz, measles, pertussis, tu- 
berculosis, syphilis; diseases of the pleura— 
pleural adhesions, chronic adhesions; diseases 
of the lungs—asthma, emphysema, chronic in- 
durations, tumors, chronic enlargement of the 
bronchial glands; and malformations of the 
thorax. 

(2) Remote causes: Diseases of heart and 
of kidneys; arteriosclerosis ; rickets; scrofula, 
tuberculosis; chronic intoxications (alcohol, 
gout, auto-intoxications); obesity; heredity ; 
influences preventing normal respiration; re- 
frigeration (taking cold); and all general 
causes predisposing to infections. 

From this list, some causes act upon the mu- 
cous membrane from within, others from 
without, some in both ways. In chronic alco- 
holism, the alcohol eliminated by the lungs, 
is the chemical irritant producing the bron- 
chitis. In all infectious diseases in which the 
micro organism ‘is carried by the blood current 
and then localizes itself, the production of 
bronchitis is from within. Inhalation of irri- 
tating substances is a cause from without, 
while in tuberculosis we may have a combina- 
tion of both, as the bacilli may be inhaled, de- 
veloped by extension, by cautinuity or con- 
tiguity, or may be carried by blood or lymph 
currents. Predisposition plays a great part, as 
the same local cause produces acute bron- 
chitis in one, in another it is followed by a 
sub-acute bronchitis, which is a precursor of 
the chronic form, or the acute disappears and 
leaves a predisposition or weakness to irrita- 
tion of any kind, eventually producing the 
chronic. Clinically, most cases develop from 
recurring acute or sub-acute bronchitis, and 
the disease should be treated at this stage as 
it may be possible to remove the cause and 
prevent further injury to the bronchial tubes. 

Remove the predisposition in the naso- 
pharynx, prevent mouth-breathing, and restore 


the filtering function of the nose. When there 
is no mouth-breathing, but loss of resistance 
in the mucous membrane of the naso-pharynx, 
gargling with large quantities of water, and 
douching the nose twice a day with indifferent 
solutions is of great service. Prevent “catch- 
ing cold” by increasing general resistance by 
building up the system, and by hardening, by 
hydriatic measures, cold sponge douche, plunge 
done daily, guarded by individual indications 
and limitations. 

The infectious nature of “catching cold” 
should not be forgotten and the patient guard- 
ed accordingly. The bacteria can be removea 
from the bronchial mucous membrane, me- 
chanically, or destroyed. Increased secretion 
removes the surface bacteria, therefore may 
use inhalations, medicines and other measures. 
The bacteria grow better on hyperemic mu- 
cous membrane on account of increased local 
predisposition and diminished local resistance, 
for this reason digitalis often acts happily. 

Loss of function, of ciliated epithelium, the 
elastic and muscular tissues, allows the secre- 
tion to collect, and it remains as a constant irri- 
tant, interfering with respiration and produces 
dilatation of bronchial tubes, destruction of 
blood vessels, and heart changes, especially hy- 
pertrophy of the right ventricle. Expector- 
ants are used to: liquify the secretion, to ir- 
ritate, so as to cause a throwing off of the 
expectoration; and to dry up the secretion. 
The second class of expectorants is rarely nec- 
essary, such as musk, ether, camphor, ammo- 
nium carbonate, and alcohol. The first class, 
principally alkalies, are ipecac, apomorphine, 
ammonium chloride and pilocarpine, while. the 
third class are turpentine, benzoic acid, creo- 
sote, copaiba, myrtol, eucalyptol, tar, and the 
astringents, lead, or tannic acid, and _bella- 
donna. The same effects follow inhalation as 
are produced by medicine, but to get the max- 
imum efficiency, the fluid should be as finely 
subsidized as possible, using any of the va- 
rious apparatus. To fluidify the expectoration 
use inhalations of aquous vapor of sodium bi- 
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carbonate, or of Ems water; to diminish it, 
use turpentine, tar, creosote eucalyptus, men- 
thol and tannic acid. The intratracheal injec- 
tions of menthol, carbolic acid, guiacol, iodo- 
form or morphine, in olive oil has proven ben- 
eficial, but the result can be affected by sim- 
pler means. 

Postural treatment is best for removal of 
secretion, and is done by gradually elevating 
the feet above the head for four or five inches, 
making combinations as to ventral or lateral 
positions, according to side or seat of lesion. 

In foetid bronchitis, intratracheal injections 
of iodoform in oil (0.4 per cent.), or inhala- 
tions of carbolic acid, alcohol and glycerine, of 
thymol 0.05 to 0.1 per cent. solutions are use- 
ful. Internally, A. Fraenkel, uses capsule of 
myrtol, containing 2% to 5 grains, not more 
than 15 grs. in twenty-four hours. Tar prep- 
arations, turpentine, lead acetate, can be used 
in the same manner. When cough causes local 
or general symptoms, should first try the mild- 
er measures, drinking warm liquids, equal 
parts, Ems water and hot milk, teas, ete. Au- 
to-suggestion, fortified with some harmless 
drug, as horehound, althea, liquorice, or Ice- 
land moss, may have to use bromides and chlo- 
ral, or even codeine, heron or morphine. 

Alkaline-saline or saline waters may lessen 
expectoration, patients being sent to Ems, So- 
den, Hamberg or Carlsbad. Sulphur water 
dries it up more or less, and is better for gen- 
eral treatment. In this country we may send 
patients to Red, White, and Salt, Sulphur 
springs in Virginia, abroad to Harrogate, Aix- 
les-Bains, Eaux-Bonnes and Bareges. 

Change of climate is the same as. any other 
disease, with consideration of effect on expec- 
toration. Dry climate is better to reduce it, as 
Egypt, Algiers, Montana, Wyoming, North- 
ern and Southern New Mexico, and Southern 
Arizona. The dry form is best treated in Cor- 
sica, Southern California, and the coast of 
Florida. In cases with moderate secretion, the 
interior of North and South Carolina, Geor- 
gia, and Florida. 
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The disease can be cured by iodine, better 
when possible, the iodides, given for a period 
of from one to two years, controlled by its 
physiological effect, when the lesion is confined 
to glandular hypertrophy and infiltration. 

Much may be attained by proper exercise, 
and gymnastics—increased expiration—for in 
this, the lungs and bronchi are contracted; 
blood pressure increased ; stasis removed; ex- 
pectoration is favored by the glandular secre- 
tion being pressed out of the mucous mem- 
brane, and is followed by increased reflex 
cough; nutrition of the various coats is im- 
proved; the veins depleted, and the lymphatics 
are emptied. The patient is taught to inspire 
through the nose, arms above the head. Ex- 
piration should be through the mouth, arms by 
the side, legs flexed, pressure on lower thorax. 
This should not be done oftener than 18 times 
per minute, several times per day. Passive 
massage, electricity, or other apparatus, may 
be valuable, as much by mental, as physical ef- 
fects, which follow them. 

ALS. 


THE COMPLICATIONS OF SCARLET 
FEVER. 


(By William Hunter, M. D., The London 
Practitioner, January, 1909.) 


The complications may be divided into two 
groups: 

(1) Those connected with the scarlatinal 
infection itself; (2) those connected with the 
septic infection, with which it is so often as- 
sociated, and by which it is so frequently ag- 
gravated. 

The character of these complications are 
placed in order as he looked for them. Group 
1: Local, Secondary Angina, Secondary 
Adenitis, Cellulitis, Glandular Suppuration, 
Rhinitis, Otitis; and Group II: General, Al- 
buminuria, Nephritis, Rheumatism. By Sec- 
ondary Angina and Adenitis is meant an ex- 
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acerbation after the angina and adenitis of the 
initial stages. 

The general complications have from year to 
year remained fairly uniform in their inci- 
dence, but the local complications, which more 
than any other determine the severity of the 
disease, and are responsible for its chief fatal 
complications, have steadily diminished. This 
diminishing incidence is largely connected with 
the adaption of certain stringent measures of 
antisepsis. 

The one symptom to which Dr. Hunter is 
accustomed to attach importance is any rise 
in temperature after it has once fallen to nor- 
mal; this invariably indicates some fresh out- 
break of infective trouble, either in the throat, 
naso-pharynx or adjacent glands. These sec- 
ondary conditions are markedly reduced by 
the increasing care taken to remove, so far as 
possible, immediately on admission, every trace 
of pre-existing septic infection around the pa- 
tient’s gums and teeth and keeping it clean by 
swabbing with 1 to 40 carbolic acid through- 
out the early course of the disease. The gen- 
eral conditions cause far less anxiety than 
the local group described, because these com- 
plications are much less under our control 
than local ones. Albuminuria appears in the 
first week of the disease in from 62 to 32 per 
cent. of cases. In second week in 27 to 16 
per cent. of cases; and the remainder in the 
third and fourth week. This albuminuria is 
usually slight in degree and short in dura- 
tion. 

It appears from an analysis of 788 cases 
that there is no relation between secondary 
adenitis and albuminuria, both are the effect 
of scarlatinal infection, but albuminuria is the 
result of the general toxemic process. 


No sharp line of distinction can be drawn 
between an albuminuria of a severe degree 
and a nephritis. The line Dr. Hunter draws 
is the presence of blood and subsequent course 
of the two classes of case—albuminuria with- 
out blood and nephritis with blood—justifies 
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the distinction. Nephritis occurred in 2.7 per 
cent. of a group of 648 cases. The nephritis 
is of treacherous character. It is not the cases 
with more or less albuminuria that develop ne- 
phritis. The two factors to which he has been 
led to attach chief importance in relation to 
nephritis are: (1) Exposure to sudden va- 
riations in temperature as the chief one, and 
(2) allowing the patient to get up too soon. 


O. N. B. 
ACUTE TRAUMATIC TETANUS 
TREATED BY MAGNESIUM 
SULPHATE. 


(By Aime Paul Heineck, M. D., Surg, 
Gyn. and Obstetrics, Jan., 1909. Report of 
case. ) 


In the first of his article, Dr. Heineck gives 
us a general review of the subject of tetanus. 
It occurs in all lands, in every climate, among 
all races, and at all ages. It is, however, more 
prevalent among the dark-skinned and in the 
tropics. Its incubation is variable, and the 
virulence of the case apparently is influenced 
by the earliness of its development. There is 
no record of a second attack. 

Though the disease is rare, it is of great 
interest to all physicians because of its high 
mortality and its association with many con- 
ditions such as burns, frost bites, hypodermic 
injections of quinine, antiplague serum, or gel- 
atin, vaccination, various injuries and opera- 
tions. May be due to infected catgut, it may 
occur after birth or follow abortion, but it 
occurs most frequently as a result of Fourth 
of July injuries. All varieties of tetanus are 
due to the tetanus bacillus discovered in 1885 
by Nicolaier. Inoculation takes place by 
transplantation, not by ingestion or inhalation. 
It is not so frequent since antiseptics have 
come into common use. No constant path- 
ology has been found. Diagnosis is easy. 
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Treatment is generally valueless, and mortal- 
ity high—87 per cent., or above. 

Drugs have had very little, if any, effect 
upon the progress of the disease. 

During the last few years the antitetanic 
serum has been widely used both for preven- 
tion and cure. 

The injections may be subcutaneous, intra- 
muscular, intravenous, intraneural intracere- 
bral or intraspinal. Most are given into the 
spinal subarachnoid space. 

In all wounds in which tetanus is most lia- 
ble to develop prophylactic doses should be 
given. In such doses it is not harmful and 
through such employment apparently there 
has been a decided reduction in the number of 
cases. Though in some instances it has not 
prevented the development of the disease, in 
such cases it has much lessened the severity 
of its course. 

As a curative measure it is generally con- 
sidered of little value, and many doubt if it 
is ever effective. Dr. Heineck reports the 
case of a young man treated both by the in- 
jection of the serum and magnesium sulphate. 
He recovered. Five injections of 5 c.c. each 
of a 25 per cent. solution of magnesium sul- 
phate were given, each being followed by 
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marked lessening in muscular rigidity and 
noticeable improvement in the general condi- 
tion. He also gives a short record of 12 
cases treated in like manner by different ob- 
servers. Five of these recovered. 

As determined by Meltzer & Auer, in ex- 
periments upon monkeys, intraspinal injec- 
tions of magnesium sulphate are capable of 
completely abolishing temporarily both clonic 
and tonic contractions. Clinical observation 
has pretty well supported this statement in its 
application to the human. The relaxing effect 
may last 24 hours or longer. In the case re- 
ported by Dr. Heineck the vital functions were 
never affected by the injections. The lower 
extremities were completely relaxed and the 
contractions about face and neck were much 
lessened after injection. At times there is 
some elevation of temperature following in- 
jections. Magnesium sulphate has been used 
beneficially subcutaneously, but is usually giv- 
en into the spinal canal. Given intravenously 
it is quite toxic and in small doses may se- 
riously affect respiration. Though Dr. Hein- 
eck agrees that the value of the magnesium 
sulphate injection in the treatment of tetanus 
is still under test, still he thinks the results 
gotten so far warrant physicians giving it a 
fair trial in all cases. 5 


PLATE WITH FALSE TEETH IN SIG- 
MOID. 


(The Proctologist, September, 1908. ) 


Dr. Samuel T. Earle, Jr., of Baltimore, Md., 
records the case of Mrs. F. H. D., who, the 
latter part of August, 1907, while eating ham, 
swallowed a plate with two false teeth. Ten 
days later she had a violent attack of pain in 
the abdomen, followed by a chill and fever; 
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there was no recurrence of this for one and a 
half months. Since then they have recurred 
from time to time, but not as severe, nor have 
they been attended with chill and fever. A 
skiagrapm taken of the lower abdominal and 
pelvic regions showed the plate in the sigmoid 
flexure of the colon, on a level with the pro- 
montory of the sacrum. Examination through 
the sigmoidoscope brought it into view at the 
point shown by the X-ray. There was consid- 
erable tenesmus, and the passage of a good 
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deal of mucus, also a tendency to constipa- 
tion. Under the influence of two hypodermics 
of morphine, gr. %4, hyoscin hydrobromate, 
gr. 1-100, and cactina, which produced satis- 
factory anesthesia, Dr. Earle was able to 
grasp the plate, through the sigmoidoscope 
with a pair of long alligator forceps, and 
withdraw it immediately behind the sigmoido- 
scope. 


MESOSIGMOIDOPEXY, WITH REPORT 
OF TWO CASES. 


(The Proctologist, September, 1908). 


Dr. Louis J. Hirschman, Detroit, Mich., 
after defining the different forms of prolapse 
of the rectum, calls attention to the unsatis- 
factory results so far attained in the various 
suspension operations for prolapse of the third 
degree. He argues that as in operations on 
the retroverted uterus, the shortening of the 
natural supports of the womb has superseded 
the illogical attachment to the anterior abdom- 
inal wall, shortening of the messentery, the 
natural support of the bowel, should replace 
the old fixation methods heretofore advocated 
and practiced. 

He reports two cases suffering from pro- 
lapse of the rectum and sigmoid of the third 
degree, in both of which the patient had had 
other operations performed without satisfac- 
tory results. These two cases were operated 
on with entire relief by the author’s method 
of mesosigmoidopexy — the technique of 
which is as follows: 

Under hyoscine, and morphine anesthesia, 
fortified with a small quantity of chloroform, 
the abdomen was opened a little to the left of 
the median line, the incision paralleling Pou- 
part’s ligament. Nearly one-half of the sig- 
moid flexure was found telescoped into the 
rectum, and the space formerly occupied by 
the uterus filled with the rest of the prolapsed 
sigmoid. The stump of the right broad liga- 
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ment was found firmly attached to the sig- 
moid, thus holding the lower part of it in the 
prolapsed condition. The mesentery of the 
sigmoid was very much elongated, allowing 
the bowel to remain in the lower pelvis. The 
adhesion to the stump of the ligament was 
separated, and the stump of the broad liga- 
ment covered over with peritoneum, the pro- 
lapsed bowel lifted out of the pelvis, and the 
outer surfaces of the mesentery of the large 
loop of the sigmoid lightly scarified. Begin- 
ning toward its deep attachment (about six 
inches from the bowel in this case) the two 
opposing surfaces of the meso-sigmoid were 
brought together by interrupted 20-day cat- 
gut sutures (No. 2). Three rows about an 
inch apart were placed in this manner, the up- 
per row being three inches from the bowel. 
As the sutures were tied the sigmoid and the 
rectum were lifted from their prolapsed posi- 
tion. 

For fear that the curve of the loop might 
be lessened and possible kinking take place (a 
rather remote possibility on account of the 
strength of the adhesions), the longitudinal 
muscular band of the sigmoid, together with 
an eighth of an inch of the serous and muscu- 
lar coats of the bowel on either side of the 
band, was rolled in upon itself by transverse 
interrupted catgut sutures, placed three-quar- 
ters of an inch apart around the curve, and for 
two inches beyond at each side. This rolling 
in of the muscular band made a rib of firm 
muscular tissue which materially increased the 
size of the curve, and greatly strengthened it. 

The scarification of the sutured surfaces of 
the meso-sigmoid assured an adhesive  sur- 
face of over 18 square inches, and yet al- 
lowed perfect motility of the organ. The ab- 
domen was closed, the rectocele reduced and 
repaired, and the prolapsed anal mucous mem- 
brane resected. 

In the after-care of these cases the patient 
is kept confined in bed on,a restricted assim- 
ilable fluid diet and the bowels not allowed to 
move for about ten days. At the end of that 
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time the diet is gradually increased, but the pa- 
tient not allowed to get out of bed and walk 
until the end of the fourth week. 

In the two cases reported by the author in 
his paper, reports from the patients six and 
eighteen months afterwards respectively, evi- 


denced the fact that they were in perfect health 
and both having natural normal bowel move- 
ments without assistance. 

While these patients were women, the same 
condition occurs in men and the same tech- 
nique is applicable to them. ARS. 
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Orthopedic Surgery for Practitioners, by H. L. 


Taylor, M.D., assisted by Charles Ogilvy, M.D., 
and Fred H. Albee, M.D., with 254 illustrations, 
503 pages. Price, cloth, $5; half morocco, $6. 
D. Appleton & Co., New York and London. 


General Pathology, by Dr. Ernst Ziegler, professor 


of pathological anatomy and of general pathology 
in the University of Freiburg in Breisgau. Trans- 
lated from the 11th revised German edition (Gus- 
tave Fischer.) Edited and brought up-to-date by 
Aldred Scott Warthin, Ph.D., M.D., Ann Arbor, 
Mich. 781 pages, with 604 illustrations in black 
and colors. Price, $5.50. Wm. Wood & Company, 
New York. 


Cataract Extraction, edited by J. Herbert Claiborne, 


M.D. A series of papers read before the New 
York Academy of Medicine. Pages Illustrated, 
price $2. Wm. Wood & Co., New York, N. Y. 


Clinical Diagnosis and Treatment of Disorders of 


the Bladder, with Technique of Cystoscopy, by 
Follen Cabot, M.D., professor of Genito-Urinary 
Diseases, post graduate Medical School, New 
York; 224 pages, illustrated. Price $2. E. B. 
Treat & Co., New York, N. Y. 


Bacterial Food Poisoning, So-called ptomaine pois- 
oning, by Prof. Dr. A, Dieudonne, Munish, 
translated and edited, with additions by Dr. Chas. 
Frederick Bolduan, Bacteriologist, Research Lab- 
oratory, New York; 128 pages, price, $1. E. B. 
Treat & Co., New York, N. Y. 


The Theory and Practice of Infant Feeding, by 
Henry Dwight Chapin, A.M., M. D., Professor of 
Diseases of Children, New York Post Graduate 
Medical School and Hospital. Third edition, re- 
vised. Illustrated. 350 pages. Price, $2.50. Wm. 
Wood & Co., New York. 
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REVIEWED 


Surgery. By John Allan Wyeth, M. D., LL. 


D. (University of Alabama), President of 
the New York Academy of Medicine ; Pres- 
ident of the Medical Faculty, and Surgeon- 
in-Chief of the New York Polyclinic Med- 
ical School and Hospital; ex-President of 
the American Medical Association, and the 
New York Pathological Society; Formerly 
Attending Surgeon to Mount Sinai and to 
St. Elizabeth’s Hospitals; Honorary Mem- 
ber of the Texas State Medical Associa- 
tion and of the Medical Society of New 
Jersey; Author of “Essays in Surgical An- 
atomy and Surgery ;” awarded the first and 
second Prizes of the American Medical As- 
sociation in 1878 and the “Bellvue Alumni 
Association Prize,” in 1876, etc. With 864 
Illustrations. Marion Sims Wyeth and Co., 
Publishers, 244 Lexington Ave., New York 
City. 1908. 


We gladly welcome a new edition of Wy- 
eth’s Surgery, for it in many respects is un- 
surpassed by any work the same size. The 
publishers are to be congratulated upon the 
exceedingly neat appearance of the book and 
its general typographical appearance. 

The work as it appears is much more com- 
plete than formerly, inasmuch as many of 
the chapters have been enlarged and new ones 
added, especially do we note the chapter on 
Minor Surgery with Bandaging. The text on 
Ligation of Arteries and Amputations, with 
their illustrations, is the most complete of any 
Surgery. If we should criticise at all, would 
suggest, that the space allotted to Fractures is 
not in keeping with this important subject, es- 
pecially is this opinion expressed, when it is 
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known that a celebrated authority claims that 
fractures constitute one-seventh of all inju- 
ries. 

Dr. Wyeth’s fortunate, terse, clear and apt 
descriptions of surgical subjects are so prac- 
tical that his work is especially to be recom- 
mended to medical students whose time does 
not allow extensive study of any one subject. 
It can also be recommended to busy practition- 
ers as a ready reference and reliable volume. 

In the preface, the author suggests that his 
aim is to present not only the major opera- 
tions concisely that his work may be made 
available for quick and ready reference, but 
to include as well the details of Minor Sur- 
gery, which is so important and falls to the 
lot of the general practitioner. Every South- 
ern doctor should have a copy of Wyeth’s Sur- 
gery. D. E. 


Principles of Surgery. By Stuart McGuire. 


This small volume of 480 pages is timely, 
for the foundation facts of surgery have too 
often been forgotten, at any rate neglected in 
the desire to learn of the technical side of sur- 
gery. The demand for such a work is 
clearly shown by the paucity of texts on the 
subject, and many of these are out of date or 
either too long and tedious, or too short. This 
is true, while volumes on general, or special 
and operative surgery pour from the press, 
we have become more interested in the prac- 
tice of surgery, but forget the foundations on 
which its successful execution rests. Many 
of the technical failures confronting the active 
surgeon might be traceable to the inaccuracy 
of fundamental information. Dr. McGuire 
has seen this essential light clearly. The study 
of principles of surgery—it is principles of 
much other than surgery—is tedious some- 
times to the extent of painfulness, as doubt- 
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less many a lecturer on this subject has felt 
when seeing men who had had no training in 
the elements of surgery, quietly and dis- 
gustedly leaving his lecture to attend a clinic 
or some more “practical” lecture. If there 
is any thing more practical than practical sur- 
gery it is principles of surgery. One is the 
ground, the other the vegetation growing out 
of it. So it is tedious, yes, and hard, but you 
forget this when the simplicity, the concise- 
ness, the definiteness of arrangement, the 
clearness of teaching, the comprehensiveness 
of application remind you that an old friend 
is recalling the forgotten past and adding 
news of the latest occurrences. Read it, study 
it, learn it, and every hour of practical life 
will find a need for its teachings. The author 
says it is not without criticisms; so it is not, 
one might criticise considerably, yet we forget 
criticism for the great value it has and think 
that what he has set out to do, he has done ad- 
mirably. W. A. B. 


Diseases of the Skin and the Eruptive Fevers. 
By J. Frank Shamberg, Philadelphia. 


The author has prepared a medium-sized 
book of 518 pages. It is up to date and is 
characterized by a careful and thorough study 
of the eruptive fevers, such as smallpox, chick- 
enpox, scarlet fever, measles, and German 
measles, from a diagnostic standpoint. The 
text is fully illustrated with good photographs, 
made by the author, supplemented by cuts 
drawn from standard authors. I should say 
that the book presents the subject of derma- 
tology in a succinct form in good style and 
to the point, and I am sure would be of great 
service to the general practitioner. The re- 
viewer does not think it necessary to give any- 
thing like the contents of th« different sec- 
tions of the book. J. M. K. 
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ADVERTISEMENTS—SOUTHERN MEDICAL JOURNAL 


By WILLIAM MEYER, Electrical Engineer. 


In the December issue of this Journal appears an 
interesting article on ‘‘Larval Tapeworn in Human 
Flesh.’’ Dr. H. Gates in making his examination 
finds that ‘“‘This infection is not on the body where 
exposed to sun-light,’’ and asks ‘Would that be a 
suggestion for the X-ray treatment ?’’ 

The X-light is diametrically opposed to sunlight 
and it is very questionable to my mind if the X-ray 
will give the swift and certain results obtained with 
a THERAPEUTIC LAMP. Such a lamp has a 
much larger volume of efficient rays than the most 
powerful X-ray tube, and for the treatment of skin 
lesions and even necrosis of the bone, the results 
have been more certain. Acme, eczema, lupus, re- 
spond readily to such treatment. For reaching the 
the deeper parts the Therapeutic Lamp should have 
a lamp bulb of about 100 candle power, the filament 
being concentrated into one close coil, to make _ 
light intense. This lamp which radiates 100 c. p. 
every direction, when placed within a parabolic tong 
jector of ample size, will gather all lightrays and 
project them in one direction, increasing the light in 
this one direction to about 300 c. p. Being projected 
into space in a certain direction these light waves 
have a high velocity and are the nearest approach to 
actual sunlight. They will be found to give imme- 
diate relief in accute pain. I haveclinical evidence of 
its value in a case of sepsis following mastoid oper- 
ation, where the patient was told everything had 
been done, and he had a bare fighting chance. 

The No. 4 Therapeutic Lamp is a valuable means 
of treatment in the hands of the medical practitioner 
as many doctors can testify. 
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‘BB }WILCOX, M. A, M. Lb. M, 
Professor of Medicine at. ihe New York Post Graduate Medical*~- 
School and Hospital ; Consulting Physiciat, to the Nassau. Hospital; 
Visiting Physician to St.Mark’s Hospital; Fellow of the American 
° Academy of Medicine; Member of the American Therapeutic Society : 
‘of the ‘American. Medical Association; Vice-Chairmam of the 
» Revision. Committee of the United States ‘Pharmacepaeia, ete: Aun 
of “Materia Medica and Pharmacy,” and Thera- 


WENTY-THREE. years” experience. in teaching 
médical, graduates; has’ impressed ‘upon the ‘author that’ the practitioner, 
desires, especially the latest’ views*upon quéstions of ‘diagtiosis and: 
ods of treatment. Under. the influence of Post. Graduate: Schools the medical. 
studerit is more thoroughly :grounded. in diagnosis, and: particularly. in 
diagnosis,’ than formerly, . There ‘still. “emains an anxious endeavor’ on’ the ‘part, 
of the physician to, increase his knowledge. of. therapeutics, ‘whether physical, 
‘medicinal or dietetic, which goes, to make up»what may. be termed the’ manage- 
‘ment of a patient suffering from disease. While etiology. is. important, 
ology is interesting and a sourid ‘basis, and diagnosis is. esséntial, it is, froma 
“thorough and broad knowledge of therapeutics ‘in its larger sensé ‘that the prac- 
titioner will achieve his greatest success and win his most ‘enduring reputation — 
among his‘ patients ‘and the. public at large. The: therapeutic” awakening which». 
‘is now: being experienced, shows that. more today, than-ever before,.is expected, 
“of the clinician. ‘This has heen: with, the, of, the 
physician always in view. 
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that, the prime features of this work. is Treatment—the ‘treatment. that has: 
stood the test of the author's clinical usage, arid the ‘best: methods employed by 
others. It ‘is thorough and it isauthoritative. fully ‘presents ther new and \ 
“summarizes. the old, clearly, conefsely. It is the “latest and 
any thier oh the thay: ‘have. 


A REVIEW in the’ NEW. YORK MEDICAL RECORE 
Wiltox’s book is one that:cannot be: praised too highly, and we ughesitatin gly” 
il recotathielad it to the serious consideration of medical studénts‘and to practitioners, young 
and old, whose first and foremost desire is to cure their patients. |The pure scientist,’ |’ 
“whose: only interest is to: study the nature of disease, may. consult works on pathology, of 
which there is no lepk, or some Of the one-time popular workson, Breatme: sa-miscalled, , 4 
| but to the practical an, whose aim'‘is to his Fhe. atment. ot: 
or 
First Edition of this Book was Sold out i in, than One Year. 


FOR SALE IN THE SOUTH BY = 


BROS. CO; ‘Nashville Tenn. 


COMPLETE CATALOG OF MEDICAL BOOKS. ‘REQUEST. 
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.‘alixir, pill, tablet, or other form of medicament, that the agent which you are prescribing 
worthy ‘of confidence? What guaranty have 3 you that it is therapeutically active. and obe 
lished. medicinal strength? warrant have, you to. a. 


pharmaceutical market. of to-day ‘contains no end ‘of: ‘that pope’ as 
peutic agerits; but of whose actual. worth nothing is known—a condition which must j 
: 2 Jong as makers of medicines neglect or refuse to standardize their products. ae 
The situation is startling when .one contemplates it. seriously. _For.example, afm 
A exivbit of aconite or digitalis or a tincture of strophanthus’ may be quite deficient. in acti 
or it may be potent to the. point of danger. . The admihistration of toxie’ drags of: 
~ strength is fraught with: serious possibilities. It may mean a gays of human a 
mean the blasting of a professional reputation. 
agents of indefinite potency. -problem. of a: safe. and: rational therapy. i is a probléal 
longer. We- began its solution thirty years ago, when we put forth our first: standa 
fluid: extract. We have been helping to solve it -ever since. To-day our entire li 
‘pharmaceutical and biological products is adjusted to fixed. and. definite stands 
by chemical. practical, by when older’ is 


WE WERE. PIONEERS IN STANDARDIZATION ca 
eal. We adopted* and perfected it years before it was taken‘ up. by other. mi 
turers—years’ before.its necessity was recognized by. the United: States Pharmé 
y Why take chances’ with products. of unknown potency —charices ‘that ‘are as ne 
“as «thes, are hazardous? SPECIFY “PARKE, DAVIS, & CO.” Have positive a 
that the agents which you are prescribing, administering ‘or, 


Parke, Davis a Company 


Offices and Laboratories, Mich... 
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